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ABSTRACT
The achievement of autonomous practice has been a clearly and consistently 
stated aim in nursing for many years. It is one which has driven significant changes 
in the education and preparation of student nurses, and one which continues to shape 
developments in clinical practice. This near universal, and perhaps uncritical, pursuit 
and endorsement of autonomy as a desirable attainment for nurses has its roots in 
commonly held beliefs about the status and influence enjoyed by more 'traditional' 
professions. Yet little is understood about the relationship between autonomy and 
nursing in the acute sector of the National Health Service (NHS).
One of the key aims of this research is to explore whether nurses perceive 
themselves to be autonomous, and to identify conditions within nurses' work 
environment which either constrain or facilitate the development of autonomy. A  
second aim is to elucidate the relationship between the concepts of autonomy and 
influence. Having influence over managerial and resource decisions made within the 
hospital may be more important than having autonomy vis-^ -vis nurses' ability to 
control their practice.
Empirical measures of autonomy and influence were developed from data 
collected from 825 nurses working in 119 acute hospital wards in 7 RHAs, related to 
nurses' perceptions of the ward organisational environment. Three influence scales 
were developed associated with distinct managerial functions: influence over ward 
management, influence over the timing of ward and patient events, and influence over 
ward human and financial resources: and an autonomy scale.
These scales were analysed in conjunction with scales measuring nurses' 
perceptions of other features of the ward organisational environment, and objective 
ward data about organisational practice, staffing characteristics and clinical specialty. 
Nurses' perceptions of autonomy were enhanced where care organisation was 
characterised by a high degree of individual nurse responsibility, and where the ward 
ethos of care was innovative. Social aspects of the ward environment and staffing 
resources were also important: nurses' perceived themselves to be more autonomous 
when they had a cohesive working relationship with ward nursing colleagues, and 
when there was a high degree of collaboration with medical staff. In addition, a high 
nurse/bed ratio and ward staff stability enhanced perceived autonomy. Perceptions of 
influence were particularly associated with a high ward grade mix, and individual 
nurses' clinical grades however.
In general, nurses perceived themselves to be autonomous in their clinical 
practice, but to lack influence over managerial and resource decisions affecting the 
care they provide. This suggests that nurses have a narrow conceptualisation of 
autonomy, i.e. clinical autonomy, which is derived from the work organisation 
process at the micro, ward level. This type of autonomy is limited in scope and value 
however, because it makes little difference to nurses' ability to influence higher level 
hospital management decisions. The researcher argues that influence represents a 
missing, more enigmatic aspect of autonomy, and that consideration of both are vital 
to developing an understanding of nurses'position within acute NHS Trust hospitals, 
and to enhance nursing’s professional development.
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CH APTER ONE
Autonomy is an important concept in nursing. It is generally considered by 
nurses to be both a desirable and essential component of nursing practice, which 
benefits nurses and patients alike. Practising autonomously at ward level is believed 
to be associated with innovative forms of nursing (Manthey, 1980; Ersser &  Tutton, 
1991), developing critical skills (Mitchell et al, 1989), personal growth, self- 
sufficiency, competence (Kramer, 1990; Thomas, 1992), and a greater awareness of 
ethical responsibility in nurses (Holden, 1991). These aspects of practice are 
associated with providing higher standards of care for patients. Yet while the 
perceived benefits of autonomy are much in evidence in nursing literature, there have 
been few attempts to either clearly define or measure autonomy, as well as little 
research to test for its existence and effects. A major aim of this research is to 
provide an empirical exploration of the concept of autonomy in nursing practice in 
acute hospital wards.
In contrast, the concept of influence is virtually unexplored in nursing literature. 
However it is recognised in sociological analyses of power as being crucial to 
decision making processes. Influence enables individuals, or groups of individuals, to 
affect both the context within which decisions are made, and the outcomes of decision 
making. In order to provide a high standard of care for patients at ward level, it is 
important for nurses to have influence at all levels of the hospital organisation. A  
second major aim of the study is to empirically assess ward nurses' ability to 
influence managerial decisions which affect the context within which nursing care is 
provided for patients, and to examine the effects of this on ward nursing practice. 
These include decisions made about ward management practice, multi-disciplinary 
working practices, and establishing ward staffing and budgetary resources.
IN TRO D U CTIO N  TO  TH E  STUDY
1
In addition, this research will explore the relationship between the concepts of 
nurses' autonomy and influence in the context of the organisational environment of 
acute hospital wards, and define similarities and differences between these two
concepts. This involves identification of factors which have an impact on autonomy
and influence. . Key factors examined in the study include nurses' working 
relationship with colleagues, their relationship with other health care professionals, 
and aspects of ward resourcing, indicative of nurses' relationship with general 
management. The effects of these internal hospital Trust factors on nurses' autonomy 
and influence are explored empirically, along with the effects of ward organisational 
practice.
This chapter explains the origins and scope of the study, describes developments 
in organisational practice in nursing over the last twenty five years, and examines the 
opportunities these present for the development of autonomous practice. The chapter 
concludes with an outline of the thesis.
1.1 Origins of the Study
The impetus to explore the relationship between nurse autonomy and influence 
comes from three sources. Firstly, from organisational research in nursing, which 
focuses on comparing different systems of nursing in terms of their impact on 
processes and outcomes of care. The majority of studies of this kind were earned out 
in the U S A  in the 1970s and 1980s (e.g. Daeffler, 1975; Giovanetti, 1981; Chavigny 
&  Lewis, 1984; Betz et al, 1980; Shukla &  Turner, 1984), but such was the interest in 
organisational practice and the popularity of this approach, that similar work was 
done in the U K  and Australia (e.g. Berry &  Metcalf, 1986; Reed, 1988; Martin &  
Stewart, 1983). Measures of quality of care, nurses' job satisfaction and patient 
satisfaction were predominantly used for comparison purposes; yet, due to the variety
2
of instrumentation used and lack of accepted operationalisation details of the systems 
evaluated, research findings were inconclusive.
Claims related to nurse autonomy have been based on ideas found in management 
literature, where devolved responsibility and flat organisational structures are 
associated with enhanced opportunities for employees to practice autonomously 
(Huczynski &  Buchanan, 1991). It is claimed that primary and team nursing provide 
such opportunities (Manthey, 1980; Ersser &  Tutton, 1991; Waters, 1985), yet despite 
the considerable body of research related to nursing systems, these claims have not 
been tested empirically. One of the key aims of this research is to develop measures 
of autonomy, which will be used to compare how nurses' perceptions of autonomy 
vary between different systems of nursing care organisation.
The second impetus for conducting this research comes from the findings of a 
qualitative study undertaken by the author in 1991 (Adams &  Bond, 1995b), which 
sought to establish nurses’ views about what influences care provision in acute 
hospital wards. Nurses identified key influences affecting their ability to organise 
care as being: aspects of the ward physical environment, the prevailing ward ethos of 
care, ward leadership, and the quality of multi-disciplinary working relationships. A  
major finding however, was the level of disempowerment experienced by nurses, both 
in relation to their lack of control over the resources they need to cany out their work, 
and their workload.
This qualitative study led to the conceptualisation of influence as a distinctive 
phenomenon associated with nurses' ability to resist, change or modify control 
exerted by management and other health care professionals at higher levels of the 
hospital hierarchy. By developing empirical measures of both influence and 
autonomy, the current study will identify conditions conducive to their exercise, by 
examining associations between these measures and: individual nurses'
3
characteristics, nursing organisational systems, ward clinical specialties, and ward 
staffing characteristics
The third impetus for the study arises out of an interest in the near universal 
acceptance in nursing literature of the importance of achieving autonomy in nursing 
practice (UKCC, 1986; 1992; NHSME, 1993). This is associated with nursing's quest 
for professional status, where the achievement of autonomous practice is recognised 
as the hallmark of success (e.g. Schutzenhofer, 1988). Yet little is known about the 
direct impact of nurses achieving autonomy on the provision of care for patients, as 
the benefits and drawbacks of autonomous practice in nursing have yet to be 
examined empirically. By developing measures of autonomy and influence among 
acute ward nurses, and by providing an analysis of the extent to which nurses are 
autonomous or influential within the acute hospital setting, this research will make an 
important contribution to the on-going debate about the role and nature of autonomy 
in nursing. In summary, the questions which this research seeks to answer are:
• What factors affect nurses' perceptions of autonomy within the 
context of the ward organisational environment?
• What factors affect nurses' perceptions of influence within the 
context of the ward organisational environment?
What is the association between autonomy and influence in the 
context of the ward organisational environment?
• How are autonomy and influence related to nursing practice in 
acute hospital wards?
4
1.2 Ideal Types of N ursing O rganisational Systems
Before examining links made in nursing literature between distinct organisational 
systems and autonomy, it is helpful to describe the characteristics or features of the 
main nursing systems which operate at ward level in U K  hospitals today. Figure 1.1 
provides a visual summary of changes that have occurred in the organisation of 
nursing care in the last twenty five years. Practice has consistently evolved along 
seven underlying dimensions related to philosophical and structural developments in 
care provision, from the left hand side of Figure 1.1, to the right. No longer is 
professional nursing practice considered to be task oriented, but focused on meeting 
the holistic, individual needs of patients (the first and fourth dimensions) (Adams &  
Bond, 1995a). Such an approach to care requires a high level of continuity (Manthey, 
1980) (the second dimension), and the development of closeness in nurse/patient 
relationships (Savage, 1995) (the third dimension). Achievement of these aims has 
been operationalised through changing allocation practice, to create continuous nurse 
responsibility for identified patients (the fifth.dimension); and through flattened ward 
organisational structures (the seventh dimension), where responsibility is devolved to 
nurses providing 'hands on' patient care (Ersser &  Tutton, 1991) (the sixth 
dimension). Figure 1.2 identifies the location on these dimensions of discrete nursing 
systems identified in literature; namely: functional, team and primary nursing. Patient 
allocation is not considered to be a discrete system, but nevertheless makes a key 
contribution to the development of organisational practice in nursing, and is therefore 
included in Figure 1.2.
In addition to providing a description of the characteristics of patient allocation 
and the functional, team and primary nursing systems; this section also examines 
newer, hospital wide innovations in care organisation: the case management and 
patient focused care systems. These systems were only beginning to be piloted in the 
U K  at the time when the fieldwork for the current study was undertaken, but as none
5
of the hospitals in the study sample were involved as pilot sites, data collected and the 
subsequent analysis were not affected by these innovations. Case management and 
patient focused care are included in this discussion however, as they reflect key 
developments in patterns of multi-disciplinary working, and the increased influence 
of the general management agenda on care provision, which emphasises the need to 
achieve efficiency, effectiveness and enhanced productivity. The latter is evident in 
the notion of critical care pathways and care protocols, tools which facilitate the co­
ordination, standardisation and audit of care. The relative position of these systems 
on the underlying dimensions of care which characterise both current and past 
differences in nursing practice in the U K  over the last thirty years, identified in Figure 
1.1, are considered.
1.2a Functional Nursing
There is no one uncontested definition of functional nursing available in the 
literature, but there appears to be consensus about its main features (Adams &  Bond, 
1995a). It is synonymous with conceptualisations of nursing and beliefs about the 
management of the nurse/patient relationship identified at the left-hand end of the 
continua in Figures 1.1 and 1.2. Functional nursing is task oriented. Thus patient 
care is conceived of as being a series of distinctive tasks, which are best accomplished 
by nurses with given skills specialising in, or providing the same tasks for each 
patient. Tasks are graded in complexity, often on the basis of medical/technical skills 
rather than on the sophistication required in inter-personal skills, and allocated 
according to grade and status. Higher status tasks are often related to medical 
prescriptions for care, such as administering intravenous infusions or performing 
wound dressings. This fragmentation of nursing work involves many different staff 
in providing care to any one patient over the course of their stay in a ward.
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Figure 1.1 
Underlying Dimensions of Nursing Care Systems
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Figure 1.2 
Discrete Nursing Systems of Care Delivery Identified in 
the Literature
Functional nursing is characterised by the absence of an identifiable principal 
caregiver for individual patients, as nurses are allocated to tasks rather than to patients 
on a shift by shift basis. In theory this arrangement results in 'professional distance' 
between nurses and patients, as the amount of time a nurse spends with any one 
patient is limited. In practice, functional nursing militates against the development of 
close nurse/patient relationships. Responsibility for care, external ward 
communications and instrumental decision making is firmly invested in the ward 
sister 01* charge nurse. This is reflected in a strictly hierarchical chain of command 
and ward nursing structure.
Functional nursing is a mechanistic approach to the delivery of care, where 
maintaining the ward routine takes precedence over meeting all the needs of 
individual patients. It has much in common with the industrial production line 
approach to work organisation (Hardey, 1992). It also reflects nursing's hierarchical 
ecclesiastical and military roots, governed by notions of obedience and subservience 
to medicine (Abel-Smith, 1960). Functional Nursing has been in operation as a 
method of organisation since hospitals were established, and persists in some quarters 
(Thomas &  Bond, 1990). In 1991, in their review of ward organisational practice, the 
Audit Commission reported that 11% of their sample of 39 acute hospital wards 
practised functional nursing (Audit Commission, 1991). In view of the current 
financial pressures facing NHS hospital Trusts, and the prevailing interest in skill mix 
reviews, functional nursing may again become increasingly prevalent. It is an 
approach to nursing work which may be considered appropriate where a workforce 
comprises a mixture of professionally qualified and unqualified nursing staff, as it 
allows for a division of nursing labour which reflects varying degrees of clinical 
competence. However this assumes that nursing work can be divided up in a 
simplistic way in terms of a hierarchy of clinical, technical, administrative and
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domestic tasks, which negates the value of the expertise, experience and knowledge 
which professionally qualified nurses acquire throughout their clinical careers.
1.2b Patient AIlocation
Patient allocation is not conceived of as a discrete nursing system, yet it 
represents a significant change in the received philosophy underlying nursing care 
organisation, on which subsequent practice developments build. For this reason it is 
included in Figure 1.2 and in the current discussion.
Dissatisfaction with task based care in the 1960s resulted in a radical change of 
focus emphasising placement of patients in the centre. Patient allocation is associated 
with 'the nursing process' in the 1970s and calls for patient care to be increasingly 
individualised, with nurses allocated to patients rather than tasks. However there was 
little evidence of change in the ward nursing structures (de la Cuesta, 1983). Power 
relations between the ward sister and other nurses remained the same. The work 
allocation procedures employed in functional nursing also continued, although new 
forms of paperwork purporting to deal with systematic care planning were introduced. 
These often met the legal/administrative requirements of the hospital, but have no 
proven value for patient welfare (Reed and Robbins, 1991). A  change to patient- 
centred care is difficult to achieve without also changing ward nursing structures.
1.2 c Team Nursing
The ward nursing structure in team nursing is flatter compared with patient 
allocation and functional nursing. Nurses are allocated to carry out a more 
comprehensive set of activities within teams, which represent a complementary mix 
of skills and experience. The position of the ward sister or charge nurse vis-a-vis 
accountability for care is reduced as more responsibility for managing work and staff
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is vested in a lower grade of qualified staff: the team leaders. As co-ordinators of the 
care provided by their team, they, rather than the ward sister share the responsibility 
for patient care and communication with other health care professionals and hospital 
departments (Kron, 1981). These structural changes reflect the influence of work 
earned out by social researchers at the Tavistock Institute, who reported that working 
in groups was more likely to provide meaningful work, develop responsibility and 
satisfy human needs for relationship and social interaction compared with work 
allocated to separately supervised individuals (Hales, 1993).
While all or most patient generated work is accomplished by team members as a 
means of reducing fragmentation, team nursing is associated in theory with the 
greater flexibility necessary if patient care is to be individualised with increased 
continuity of caregivers. Teams of nurses are maintained for periods of several 
weeks, so that most patients will be cared for by members of the same team for their 
entire stay in one ward (Waters, 1985; Kron, 1981; Boekholdt &  Kanters, 1978). 
However, patients staying in hospital for a short period only, may not experience 
continuity of care under this system, because each team member may only be 
encountered once. Increasingly patient stays in hospital are shorter, and patients 
move from ward to ward so that they encounter different staff.
1.2d Primary Nursing
Out of teams bearing responsibility for sub-groups of a ward population of 
patients developed primary nursing. Essentially this is an organisational mode with 
patients being allocated to a named nurse rather than a team of nurses, with that nurse 
having 24 hour responsibility for the care planned and provided for the patient. In 
addition, primary nursing carries other patient care aspirations. Associated with a 
broad set of humanistic principles which focus upon individualised, holistic care, 
where the participation of patients and relatives in care is encouraged; it has captured
11
the imagination of nurses and politicians alike (Adams &  Hardey, 1992). Because of 
its organisational and philosophical elements there is no one shared definition of 
primary nursing in the literature, although recently operational definitions have been 
provided for particular studies (e.g. Thomas &  Bond, 1990; MacGuire, 1989; 
Bowman, Meddes &  Thompson, 1993).
By associating named nurses with named patients, primary nursing should 
incorporate the principles of continuity of the principal caregiver, with devolved 
accountability for care vested firmly in the primary nurse. S/he is responsible for the 
care of a small caseload of patients from admission to discharge from the ward, and 
sometimes beyond (Anderson &  Choi, 1980). S/he also has this responsibility on a 
24 hour basis; where prescribed care is delivered by a small group of associate nurses 
in the absence of the primary nurse (Manthey, 1980; MacGuire, 1989). An associate 
nurse is any member of nursing staff allocated to work under the supervision of the 
primary nurse. The term refers to both unqualified (clinical grades A  and B) and 
qualified staff. Contrary to the ethos of functional nursing, primary nursing elevates 
the status of all nursing tasks to being within the proper domain of the qualified nurse. 
For some writers, embedded within this model of care, is the notion that while the 
primary nurse works with associates, s/he will be both principal caregiver as well as 
care planner (e.g. Ersser &  Tutton, 1991). While the concept 'principal caregiver' is 
unlikely to mean provider of most care, Thomas (1992) found that qualified staff in 
wards carrying out primary nursing spend longer in contact with patients than do 
nurses in wards using different methods of staff organisation. However MacGuire 
(1989) and Giovanetti (1981) found no such differences. To enable appropriate staff 
to be available requires careful management of staff rotas. This involves ensuring 
adequate staffing levels, where there is always a primary or associate nurse on duty 
for each patient.
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Primary nursing has a flatter and radically different ward nursing structure 
compared with functional nursing (see Figure 1.2). It emphasises horizontal, collegial 
support amongst ward nurses, rather then the traditional vertical structure, 
necessitating changes in the role of the ward sister or charge nurse as well as in other 
grades. Ward sisters shed much of their traditional clinical authority and act variously 
as a clinical nursing consultant, ward manager, and in-service educator, while also on 
occasion adopting the roles of primary or associate nurse (Thomas, 1992). Problems 
associated with primary nursing are the anxiety and role conflict arising from the 
changed role of the ward sister or charge nurse (Adams &  Bond, 1995b), and stress 
associated with the emphasis on the closeness of the nurse-patient relationship 
(Holden, 1991).
1.2e Case Management
In the U S A  the introduction of prospective payment systems and contract 
medicine combined with nursing staff shortage have resulted in a range of new 
systems for patient care delivery. These are intended to improve efficiency and 
provide for financial viability of health services. An example of one such system 
which is beginning to have an impact on nursing care organisation in British hospitals 
is the case management system (not included in Figure 1.2). The underlying 
dimensions of the system (see Figure 1.1) differ from primary nursing, in that there is 
a marked change in the degree of individualisation of care provided for patients. 
More emphasis is given to the notion of 'usual' or predictable care needs for the 
majority of patients with a particular condition, which are incorporated into care maps 
and nursing care plans. It is only when patients deviate from expected pathways of 
progress, termed 'critical pathways', that a more individualised care programme is 
devised and implemented (Petryshen &  Petryshen, 1992; Zander &  Etheredge, 1989).
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An important feature of the case management system is that it gives nurses formal 
recognition of their role in co-ordinating the care inputs of the multi-disciplinary 
team, which they have hitherto performed in an informal, unrecognised way. Each 
patient is allocated a case manager, who is usually a senior nurse, who oversees the 
care they receive throughout the episode of hospitalisation, regardless of patient 
movement between hospital wards or units. However, unlike in the primary nursing 
system, the case manager does not usually provide direct nursing care for patients. 
Nursing care is provided by ward nurses, usually within the primary nursing 
framework, except for when a patient becomes very ill or develops unusual 
complications; when the case manager becomes directly involved in care provision. 
The role of case manager is largely supervisory however (Petryshen &  Petryshen, 
1992; Weissman, 1992; Mayer, Madden &  Lawrenz, 1990).
Jf .2/ Patient Focused Care
Patient focused care is another hospital-wide innovation in care organisation, also 
originating in the USA, and currently being piloted in a few hospitals in the UK. The 
key concept embraced in this system of care organisation which differentiates it from 
other innovations, is that it advocates the decentralisation of care services, whereby 
care services are brought to the patient, as opposed to the patient spending time 
travelling to receive treatment or to undergo investigations in centralised hospital 
service departments. Each specialised unit, such as an intensive therapy unit or group 
of oncology wards, may therefore have its own laboratory or x-ray department, for 
example (Johnson, 1994; Alderman, 1993).
Patient focused care is similar to case management in that it formally embraces 
individualised care, but within the context of care being provided and monitored 
through the use of standardised multi-disciplinary care protocols. It is claimed that 
the use of protocols considerably reduces the amount of time nurses spend in
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documenting care (Layton, 1993). The system also supports the development of 
multi-disciplinary working and care teams, but is premised upon the need for cross- 
training between disciplines, so that staff are multi-skilled as opposed to pooling 
discipline-specific skills, as in the case management model (Johnson, 1994). The 
creation of generic health care workers is a concept currently gaining in popularity 
among human resource managers in the National Health Service (NHS) (Jarrold, 
1995), however current evaluations of this new innovation suggest that it is only 
nurses at the pilot sites who have undergone cross-training (Jenner, 1996). Patient 
focused care has not been universally welcomed by the nursing profession, who fear 
that hospitals practising patient focused care may be task focused hospitals in a new 
guise (RCN, 1992).
1.3 Autonomy and Nursing Organisational Systems
In sociological and management research, flat organisational structures are 
believed to empower the workforce, increase staff flexibility, reduce costs and 
enhance job satisfaction (e.g. Klein, 1976; Hales, 1993; Huczynski &  Buchanan, 
1991). Such flat structures are evident in more recent nursing systems, which are 
believed to have similar effects for the nursing workforce. Much research activity has 
been directed towards providing evidence of links between distinct nursing systems 
and nurses' job satisfaction, but the results of this work have been inconclusive 
(Thomas &  Bond, 1991).
The author is not aware of any studies which have used autonomy as a formal 
outcome measure for evaluating the effects of distinct nursing organisational systems. 
Notwithstanding, many claims are none the less made in nursing literature about the 
relationship between autonomy and organisational structures and practices (e.g. 
Ersser &  Tutton, 1991;Ciske, 1974; 1979). Flat nursing structures are believed to 
alter the locus of power within the ward (McMahon, 1990), by wresting the monopoly
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from ward leaders, and to empower individual nurses to work at full capacity 
(Manthey, 1980). Team nursing is purported to allow nurses to work in autonomous 
teams (Boekholdt &  Kanters, 1978), and primary nursing in particular, with its 
emphasis on the responsibility and accountability of the individual primary nurse, is 
believed to provide more opportunities for autonomous practice (Ciske, 1974; 
Eichorn &  Frevert, 1979; Thomas, 1992; Reed, 1988; Bond et al, 1991). Similar 
claims are made for the case management system (Petryshen &  Petryshen, 1992).
While the weight of opinion in nursing literature upholds these beliefs, there are 
research findings which cast doubt upon them. Carlsen &  Malley (1981) found 
evidence that nurses believe there to be more opportunities for autonomy in primary 
nursing, and a greater desire for autonomy amongst primary nurses; but this state of 
affairs coexisted with seventy five percent of their (N=115) sample being dissatisfied 
with their actual opportunities to exercise independent judgement. In addition, 
primary nurses reported that they lacked experience in independent decision-making 
and supervision. In a study comparing the work experiences of team and primary 
nurses, Reed (1988) found evidence that while primary nurses attained higher job 
satisfaction scores, both groups found their work routine frustrating. Sellick et al 
(1983) and Hegedus (1980) report similar findings; primary nurses achieving lower 
scores on the personal growth and motivation to work components of work 
environment and job satisfaction scales, which embrace elements of autonomy, 
compared with team nurses. In a more qualitative study, Leach (1993) found that 
primary nurses fulfil a co-ordination and negotiating role vis-a-vis patient care, but no 
evidence of autonomous practice. Light may be shed on these findings by the work 
of Hales (1993), who points out that autonomy has little value in work organisation 
unless it is accompanied by a degree of power to influence higher levels of the 
organisational structure.
Similarly, research which examines the social processes involved in the 
organisation of nursing care provision does not support a direct link between 
autonomy and ward organisational structures. This work demonstrates that all 
nursing systems are mediated by the effects of the social context existing within a 
ward. This context is a potent factor in 'shaping' nurses' work practices, so that 
focusing upon nursing organisational systems alone appears to be inadequate for 
explaining ward organisational practice and nurses' experience of autonomy. Johns 
(1992) demonstrates how features of nursing organisational systems can be wrongly 
interpreted and operationalised, depending on the quality and dynamics of the 
working relationships existing between nurses on a ward. He points out that the 
emphasis on developing autonomous behaviour in primary nurses may be misguided, 
if it results in nurses perceiving themselves as independent from colleagues, and 
reliant on self-coping rather than on mutual, shared methods of working. Thomas 
(1992) highlights the importance of the notion of ward culture. She found that the 
experiences of both qualified nurses and auxiliaries working in primary nursing wards 
were similar; they perceived themselves to have greater autonomy and supervisory 
support compared with qualified nurses and auxiliaries working within other systems. 
Her work demonstrates that ward culture transcends the effects of traditional clinical 
grade divisions, and has more impact upon nurses' work practices and experience of 
autonomy than the organisational system employed.
Several authors make links between autonomy and discretionary responsibility 
within the context of nursing organisational systems. The focus of this work is the 
tension between nurses' ability to maintain autonomous practice and effectively 
manage the emotional labour and attachments inherent in nursing systems which 
emphasise highly individualised, patient-centred care; particularly primary nursing. 
Holden (1991) and Menzies Lyth (1988) suggest that despite changes in nursing 
ideology, which have led to task orientation being replaced by patient-centred care as 
the dominant approach to care organisation, nurses still seek to curtail opportunities to
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exercise discretionary responsibility. The suggested reason for this is an inability on 
the part of nurses to 'stand back' from patients and achieve effective emotional self­
management. These findings are reminiscent of those of Eisenstat and Feiner (1984), 
who noted that while autonomy had the potential to enrich working life, it does not 
lessen emotional exhaustion, but may increase it. There are cautionary notes sounded 
in nursing literature about the potential emotional pitfalls of individualised nursing 
care which emphasises a close nurse/patient relationship (e.g. Webb, 1981).
This discussion has highlighted the fact that there is no necessary relationship 
between autonomy and particular nursing organisational systems. Those with flatter 
ward nursing structures, i.e. team and primary systems, are believed to provide 
opportunities for the exercise of autonomy in theory, but in practice, features of the 
broader ward organisational climate, and in particular the quality of working 
relationships and shared beliefs about work priorities, have been shown to have a 
strong mediating effect. Other authors suggest that ward specialty may also be a 
factor to take into consideration. Aiken (1981) found that RNs working in long-term 
and chronic care experienced low autonomy and low levels of opportunity to exercise 
independent judgement in clinical decision-making. Similar findings are reported by 
Coser (1963), who found that nurses working in a ward for 'patients who are said not 
to be capable of improvement' experienced more alienation compared to nurses 
working in the rehabilitation centre of the same hospital. She explains this in terms of 
the different social structures within the wards. In the rehabilitation centre, nurses 
experienced greater complexity in the role sets they occupy, arising from the 
environment of multi-disciplinary collaboration in which they work. Nurses in the 
comparison ward worked largely in isolation, which negatively affected their work 
experience.
There is a need to understand more about the effects of a wider range of ward 
characteristics and organisational features upon nurses' autonomy, and to identify the
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defining limits of the concept. Elucidating the effects of a broad range of ward 
characteristics and organisational features on nurse autonomy is in line with current 
general developments in organisational research in nursing (e.g. Adams & Bond, 
1995a). It is no longer considered fruitful or adequate to examine the effects of 
nursing organisational systems upon outcomes of nursing practice and care without 
controlling for the effects of ward characteristics and features (Thomas & Bond, 
1991).
1.4 Structure of the Thesis
Relevant literature is reviewed in Chapters Two and Three. Chapter Two 
considers sociological analyses of professions and professional development, nursing 
literature related to autonomy and organisational practice, management literature 
associated with work organisation, and sociological analyses of the health service and 
the employment of health care professionals, and Chapter Three defines and 
articulates differences between the concepts of autonomy and influence in acute 
sector nursing. By bringing sociological, management, and health services' research 
perspectives to bear on the understanding of autonomy and influence in the context of 
acute sector nursing, the current study is ’grounded' in existing knowledge. 
Autonomy and influence in nursing are also understood in relation to other 
occupational groups, and their work experiences, in a wide variety of settings.
Chapter Four describes the study method underpinning the development of scales 
to measure influence and autonomy. This comprised a qualitative study, where nearly 
100 nurses were interviewed, and asked about factors operating at ward level which 
affected the amount of control they had over their clinical practice; followed by 
questionnaire development and two rounds of pilot work. The main study comprised 
a postal survey of a nationally representative sample of nearly 1500 nurses working in 
acute wards in 17 hospital trusts, and 7 Regional Health Authorities. Chapter Five
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describes how the autonomy and influence scales were developed from these data, 
and tested for reliability and validity.
Chapter Six presents the findings of the qualitative phase of the study, outlining 
phenomena operating at ward level which affect nurses’ influence or control over their 
practice. The effects of phenomena identified by nurses from the qualitative data are 
tested in the subsequent analysis. Chapters Seven and Eight present findings about 
individual nurses' perceptions of their influence and autonomy, respectively. They 
examine the amount of influence and autonomy nurses perceive themselves to have, 
and examine systematic relationships between these perceptions and nurses' personal, 
socio-demographic characteristics. In addition, relationships between individual 
nurses' perceptions of other features of the ward organisational environment, 
including structural and care process elements, and nurses' perceptions of autonomy 
and influence are identified.
Chapters Nine, Ten and Eleven examine the effects of ward level characteristics 
on nurses' perceptions of autonomy and influence. Chapter Nine describes the 
development of a new typology of methods of care organisation, and uses this 
typology to examine relationships between ward organisational practice and nurses' 
perceptions of autonomy and influence. Chapter Ten focuses on ward clinical 
specialty, and explores opportunities for the exercise of autonomy and influence 
presented by the distinctive specialty care contexts. Chapter Eleven examines the 
impact of ward staffing characteristics on nurses' perceptions of autonomy and 
influence. These include staff numbers, grade mix, and various measures of staff 
stability.
The final two chapters synthesise and discuss findings of the study, and draw 
conclusions related both to the nature and scope of nurses' autonomy and influence 
within the acute hospital setting, and also broader conceptual conclusions. Policy
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recommendations are made at a variety of levels: in relation to nursing's professional 
agenda, NHS human resource management policy, and at the level of ward 
organisational practice.
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CH A PTER TW O
The achievement of autonomous practice has been a clearly and consistently 
stated aim in nursing for many years. It is one which has driven significant changes 
in the education and preparation of student nurses (UKCC, 1986; Kendrick, 1995), 
and one which continues to shape developments in clinical practice and nurses' 
understanding of what nursing work entails (UKCC, 1992; NHSME, 1993). This 
near universal, and perhaps uncritical, pursuit and endorsement of autonomy as a 
desirable attainment for nurses has its roots in commonly held beliefs about the status 
and influence enjoyed by more 'traditional' professions, such as medicine and the 
legal profession. Yet little is understood about the relationship between autonomy 
and nursing in the acute sector of the National Health Service (NHS), and about 
whether or not this is a realistic, operational or appropriate ambition. One of the key 
aims of this research is to explore this relationship empirically, and to identify not 
only whether nurses perceive themselves to be autonomous, but also to identify 
conditions within nurses' work environment which either constrain or facilitate the 
development of autonomy. Understanding the dynamics of the relationship between 
acute NHS nursing and autonomy will enable conclusions to be drawn about the 
viability of achieving autonomous practice in nursing.
This chapter aims to define and examine the properties of the concept of 
autonomy from a number of different perspectives. Firstly, wider, societal factors are 
considered, examining the meaning of autonomy in the context of sociological 
literature related to professions and professionalisation strategies, including an 
examination from the perspective of feminist .theory. The discussion then becomes
THE CONCEPT OF AUTONOMY
2.1 In troduction
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focused on the acute hospital context, examining autonomy within the framework of 
'new managerialism' within the National Health Service (NHS). Finally, definitions 
of autonomy arising from nursing literature will be identified. By viewing the 
concept from a number of different perspectives, it is hoped that something of the 
essential meaning of the concept of autonomy, and its desirability to nurses will be 
illuminated.
2.2 Professional Autonomy
The notion of professional autonomy is essentially bound up with freedom. 
Professionals are usually conceived of as being free to define the nature of their work, 
and free to work as they see fit (Freidson & Lorber, 1972). This dual freedom is the 
necessary foundation for autonomy; the heart of professional practice. A recently 
developed scale to measure work autonomy (de Jonge, 1994) confirms the centrality 
of freedom to the concept of autonomy. The scale comprises items related to: having 
freedom over working conditions, i.e. the flexibility of work hours; having freedom 
with regard to work processes, i.e. deciding on work methods, order, amount, pace, 
rhythm, nature and evaluation of work; and freedom with regal'd to setting work 
goals. Ways of thinking about professions and their characteristics have changed 
over time however, as indeed has the world in which professionals practice, so that 
understanding of the nature of professional autonomy is changing.
Early commentators on the characteristics of professions, known as ’trait' theorists 
(e.g. Etzioni, 1969), conceived of autonomy as arising out of high public regard for 
the important nature and skilled method of execution of work deemed to be 
professional. The right to practice autonomously was therefore considered to be a 
deserved outcome of highly valued work practice, as opposed to an end actively 
pursued by professionals for their own benefit. Trait theorists conceived of 
occupational groups as occupying varying positions on a number of key work
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dimensions, or traits. Groups achieving a high percentage of the specified traits were 
considered to be professionals, e.g. those defined positively as skilled practitioners, as 
opposed to workers governed by a set of learned rules, and whose skill is rooted in a 
body of scientific knowledge of a complex and technical nature. In addition, 
professionals were conceived of as altruistic, as opposed to self-serving; and as self­
monitoring as opposed to being monitored by others (Walby et al, 1994). These 
characteristics were considered sufficient to merit the enjoyment of public respect and 
trust, and remain of central importance to professional practice and the maintenance 
of autonomy.
Nurses were considered to be skilled, altruistic and self-monitoring, but to lack a 
scientific body of knowledge; and since nursing did not possess the full set of relevant 
characteristics, it was termed a 'semi-profession' by trait theorists (Katz, 1969; 
Simpson & Simpson, 1969). This framework offered an explanation for why nurses 
enjoyed public respect, but were not wholeheartedly trusted as sufficiently 
knowledgeable to practice autonomously, outside the confines of the medical 
profession. However this view of professionals and the professionalisation process is 
now considered to be naive, idealistic and inadequate (Walby et al, 1994), The focus 
of attention has shifted from the identification of work characteristics which merit and 
lay the groundwork for autonomous practice, to the examination of the motivations of 
occupational groups in seeking professional status and autonomy. The challenges 
presented to nursing by the trait theorists' approach remain potent however. Through 
nursing research the development of an esoteric body of knowledge and the challenge 
to articulate and make visible nursing skills continue to be actively promulgated. 
There is however evidence that not all nurses concede the importance of these aims; 
Mackay (1990) identified that many nurses reject the notion of the 'academic nurse'.
Examination of the motivations of occupational groups for achieving professional 
status, of which achieving autonomy is part of the process, emphasises work
24
ambitions related to the attainment of power in the labour market, which are in sharp 
contrast to the altruistic ideals highlighted in earlier writing. Freidson (1970) argues 
that the purpose of achieving autonomy is to have control over a particular field of 
work, thus creating a monopoly of skill and expertise, which is the real basis of 
professional power. The medical profession, for example, has been particularly 
successful in legitimating itself as the only occupational group able to deal with a 
wide range of diseases. This monopoly was initially facilitated by state help, when 
the Medical Registration Act was passed in 1858, stating that all medical practitioners 
had to be appropriately trained and certificated, thereby discrediting unqualified 
practitioners (Witz, 1992). Increasingly however the medical profession is seeking to 
safeguard its autonomy and to use its professional power base to minimise state 
intervention in medical work (Hugman, 1991).
Both material and intellectual advantages accrue to occupational groups who 
achieve a monopoly in a particular area of work, which further strengthen the group's 
power base. Intellectual advantages include formal recognition of the inability of 
others to penetrate the mystique of professional knowledge, characterised by 
indeterminacy (Macdonald, 1995), thereby restricting the right of veto of professional 
judgements solely to professional colleagues. In the past this has precluded public 
scrutiny of professional behaviour, giving the professions carte blanche to set and 
police their own standards of practice. In addition, the social status accorded to 
professionals has traditionally remained high, for the reasons of high public esteem 
discussed above. Achieving a monopoly of work practice also precludes the 
possibility of competition within the labour market, so that professionals have 
traditionally been able to command financial privilege as well as social status for their 
services. The right to command privilege has been sustained through what many 
theorists (e.g. Witz, 1992; Macdonald, 1995) term a process of social closure. This 
means establishing a single, narrow entry point into the profession, which is 
accompanied by rigorous academic entry requirements for recruits, who then have to
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undergo a lengthy period of training and subsequent examination before being 
admitted as full professional members. This ensures an elite professional 
membership, who are appropriately socialised to further promulgate the professional 
culture, thereby safeguarding its labour market monopoly for the future.
An alternative view to that expressed by Freidson (1970) is that of Johnson 
(1972), who adopts a Marxist perspective in his analysis of professions and 
professionalisation. In his opinion the purpose of autonomy is for achieving control 
over clients as opposed to control over an area of work. This allows professionals to 
define the nature of the client problem and to process clients according to the 
accepted professional diagnostic model. This sifting process is then translated into 
categories of action that fit the available professional competencies. Within this 
perspective, clients are viewed as being essentially passive in professional encounters, 
and because of the elite nature of professional work and its practitioners, social 
distance between professionals and clients is maximised. Having the right to 
determine clients' destinies, and the erection of social barriers are both potent 
strategies for maintaining power over clients.
More recently, Walby et al (1994) elaborate on these earlier analyses, by 
describing five different types of professional autonomy. Firstly, they describe 
economic autonomy, which is securing the right to determine levels and forms of 
remuneration. Secondly, political autonomy, which relates to securing the 
occupational groups' right to be considered experts in policy matters related to the 
field of work. Thirdly, technical autonomy, which is having the right to determine 
standards of performance. Fourthly, having autonomy vis-a-vis recruitment and 
training, and finally, having autonomy in disciplinary practice.
Thus, sociological theory in the last twenty five years emphasises that the pursuit 
of autonomy is linked more strongly to the .desire for social dominance, than to
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altruism and ideals of public service. If this is the case, questions must be raised as to 
whether or not autonomous practice is an appropriate aim for nurses, and whether or 
not nursing's failure to achieve an effective professionalisation strategy reflects 
misplaced or only half-hearted ambition in this direction.
Nursing's inability to display all the necessary professional traits has already been 
discussed, and this is compounded by lack of power in the labour market associated 
with not achieving a monopoly of caring skills. Within the context of the acute 
hospital environment, the impact of wider, societal factors can be traced internally. 
The boundaries of what nursing work is said to comprise are particularly fluid at the 
moment, and nurses are under pressure from many quarters. There is general 
consensus that the medical profession occupies a superior position to nursing in the 
health care hierarchy, and from this quarter nurses are under pressure from above to 
extend their work skills to embrace routine aspects of what has traditionally been part 
of the workload of junior hospital doctors (DOH 1991b). The development of 
specialised nurse practitioners in the acute sector is one such manifestation of 
changing work boundaries between nursing and medicine. Also above nursing within 
the acute hospital hierarchy is general hospital management, which is increasingly 
devolving managerial responsibilities, such as ward budget management, downwards 
onto the shoulders of clinical nurses. While these extensions of nursing work in an 
upward direction could be construed as usurpation of medical and managerial 
authority and autonomy, qualitative research suggests that nurses perceive that they 
are having 'dumped' on them the less attractive, unwanted and onerous job 
responsibilities of others (Adams & Bond, 1995b; Walby et al, 1994).
Within the acute care sector nurses work alongside a range of other therapists, 
such as physiotherapists, occupational therapists, dieticians and medical social 
workers, who also provide care for patients. The work boundaries between these 
different occupational groups are not well defined, and there is evidence that
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boundaries are often crossed, particularly when hospital wards are short staffed, so 
that nurses do the work of physiotherapists for example, and vice versa (Reed, 1993; 
Adams & Bond, 1995b). This inability to demarcate nursing work from that of other 
groups who occupy a similar, more equal, social standing, further weakens nursing's 
claim to professional status and autonomy. However, more problematic than other 
health care professionals from nursing's point of view are informal carers, i.e. family 
members or partners caring for sick relatives or loved ones. This group provides 
nursing skills, often of a very high standard, on a voluntary basis within the 
community, without the benefit of any formal nursing training. This latter fact is 
particularly damaging to nursing's professional claim, and presents a challenge to 
nurses to demonstrate that their work role is not just an extension of women's 
traditional domestic caring role within the home, but that the lengthy period of 
education and framing nurses undergo is justified in terms of improved outcomes for 
patients, and represents value for money for the NHS.
The increased usage of health care assistants within the acute sector of the NHS, 
following the implementation of Project 2000 (UKCC, 1986), represents a further 
undermining of nursing's professionalisation strategy. It is ironic that in elevating the 
academic standard of nurse education, achieved through divorcing nurse education 
needs from NHS staffing requirements by giving student nurses supernumerary 
status; nurses and health service managers have had to rely more on health care 
assistants to support and accomplish much of what is considered to be nurses’ work. 
Nurses have been generally supportive of the introduction of health care assistants to 
share substantial aspects of their workload, despite attempts to reclaim 'hands on' 
bedside nursing as the proper domain of the professional nurse through initiatives 
such as the introduction of primary nursing (Manthey, 1980; Ersser & Tutton, 1991). 
The net effect of all these fluid role boundaries is that nurses' control over caring 
work is being increasingly eroded from below in the health care hierarchy, as well as 
laterally, by other therapists, and from above.. Of central importance here is the fact
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that nurses have had little influence in initiating any of these work boundary shifts, 
but have rather acquiesced and accepted, or at least coped with constraints imposed 
by financial constraints which increasingly 'shape' contemporary NHS service 
provision (Adams & Bond, 1995b).
In terms of achieving labour market domination and monopoly nurses have 
therefore been ineffective. They have also not achieved full self-government; which 
relates to the political and technical aspects of autonomy. The professional body of 
nursing:- the United Kingdom Central Council for Nurses, Midwives and Health 
Visitors (UKCC) maintains a professional register, formulates policy related to nurse 
education, outlines standards of clinical practice and instigates disciplinary 
proceedings. However, recent research shows that at the micro level of local service 
provision, nurses do not contest medical authority over their practice. In identifying 
sources of conflict between nursing and medical staff, Walby et al (1994) expected 
nurses to be resentful of hospital consultants' power to control or influence their 
practice at ward level. However while there was conflict between nurses and more 
junior hospital doctors over practice responsibilities, nurses unequivocally endorsed 
consultants' authority, and perceived no conflict in being answerable to them for care 
provision. This finding highlights that while vertical professional nursing structures 
are in place, nurses 'on the ground' also consider lines of responsibility to embrace 
medical elements, thereby emphasising the importance of horizontal as well as 
vertical lines of responsibility. With the devolution of the NHS into self-governing 
hospital and community Trusts, it appears likely that the micro level of service 
provision, which involves close working with the local medical profession and health 
service managers in particular, will become increasingly influential in terms of 
specifying lines of accountability for nursing practice, setting clinical standards and 
disciplining practitioners.
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Similarly nurses have not achieved economic autonomy. While they have 
traditionally commanded public respect, they have not enjoyed a matching social 
status or been able to control levels of their remuneration. The majority of nurses are 
state employees, and until recently have been regulated solely by a national pay 
review body, although in future it appears that levels of remuneration will be more 
variable, and subject to local bargaining and Trust productivity constraints. Social 
closure has therefore been incomplete in nursing, and this is reflected in nurse 
education. Project 2000 (UKCC, 1986) has done much to elevate the profile of nurse 
education, however it is not the only route into nursing, and requires lower entry 
qualifications from new recruits than nursing degree courses, medical training and 
indeed that of other health care professionals, who increasingly are prepared to degree 
level in the first instance. Allowing candidates to enter nursing by more than one 
portal, and allowing them to be prepared to different standards in the first instance 
undermines nursing’s professional aspirations.
While some changes in nursing over recent years could be construed as attempts 
to professionalise, such as the development of specialised nurse practitioners and the 
introduction of Project 2000, nursing's professed agenda is at odds with those pursued 
by other professions in several key respects. Nurses value public esteem and strive to 
achieve high standards of ethical patient care, based on scientific knowledge where it 
is available; but they have never actively sought control over caring to the exclusion 
of other occupational groups. Nurses have traditionally been team oriented in their 
approach to work, and qualitative research reveals that they are very flexible and 
prepared to fit in with the agendas of other health care workers in order to ensure that 
patients' needs are met (Adams & Bond, 1995b). These key differences in outlook 
and orientation suggest that traditional professionalisation strategies adopted by other 
occupational groups are not helpful for nurses, in assisting them to achieve their 
practice ambitions.
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Neither have nurses sought domination over patients. Indeed latterly, nurses have 
moved closer to working in partnership with patients, thereby recognising patients' 
autonomy in respect of controlling their own lives, and, to a certain extent, their own 
destinies (Henry & Pashley, 1990). Nurses' claim to be the patient's advocate is long 
standing and much debated, but emphasis has increasingly been placed on moving 
beyond this, and on to the development of close nurse/patient, therapeutic 
relationships and the empowerment of patients in what is termed 'new nursing' 
(Rodwell, 1996). In organisational models such as primary nursing, whose flat 
structure facilitates a high degree of individualised care, involvement of patients and 
their families in decision making about aspects of care is enshrined as a central tenet 
(Manthey, 1980; Ersser & Tutton, 1991). Such developments make it difficult for 
nurses to retain objectivity in their work; which has been identified as a key feature of 
professional working (Macdonald, 1995; Holden, 1991), and staking claims to 
professional status on the co-operation of patients, which involves sharing knowledge 
and decision making with them, is viewed by some as being incompatible with 
traditional professionalisation strategies (Porter, 1992). He argues that nurses would 
be wiser to concentrate their efforts on demonstrating effective practice as opposed to 
pursuing an inappropriate professional ideology.
Autonomy is therefore an approximate rather than absolute phenomenon (Soothill 
et al, 1995), as all freedom of action is to a certain extent bounded by the actions of 
others. By allowing patient autonomy room to grow, nurses are restricting the scope 
of their own autonomy. Ward organisational practice may be a vehicle through which 
the relative autonomy of nurses and patients can be manipulated; but claims that 
systems such as primary nursing can empower both  nurses and  patients are 
questionable. The current emphasis in NHS management on business process re­
engineering, so that health workers' jobs are increasingly designed around patient as 
opposed to employee needs (Lilley, 1994), suggests that in future, patient autonomy 
will increase while nurses' autonomy may decrease.
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2.3 Autonomy and G ender
Profound differences in nursing's work orientation compared with those of the 
more traditional professions, such as medicine and the legal profession, suggest that 
nursing's quest for autonomy associated with the achievement of professional status is 
not realistic, but more importantly, it may also not be desirable. This is the 
conclusion reached by Davies (1995), who argues that the gendered nature of 
professional development, characterised by behaviour patterns and processes 
reflecting those which underpin gender inequality in society, and typified by the 
professional need to achieve domination over clients, does not provide an adequate 
model for the development of nursing practice, which is still largely the province of 
women.
She develops her argument with reference to the controversial work of Chodorow
(1989), Gilligan (1982), and Bologh (1990), about the different development 
trajectories followed by male and female children; where females follow a path of 
connection and attachment to the family, while males are encouraged towards 
achieving separation and autonomy at a relatively early age. She argues that this 
basic divergence between the sexes underpins subsequent divisions of labour within 
organisations and also professional groupings, where images of expertise have 
masculine features, and where political and economic privilege is bestowed on 
bearers of culturally masculine qualities at the expense of those who display 
culturally feminine ones. Indeed she argues that the health care division of labour 
between medicine and nursing reflects traditional family gender roles. Medicine has 
secured the 'first bite of the cherry* in demarcating its territory, leaving nursing with 
less attractive, 'dirty' aspects of health care work, reflecting the domestic division of 
labour between a husband and wife. As such she takes the view that "nursing is not a 
profession but an adjunct to a gendered concept of profession". (Davies, 1995, p.61)
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Within a gendered framework, autonomy stands at the very heart both of cultural 
concepts of masculinity and of professions, where, for historical and social reasons, 
women have been denied equal access to the resources necessary to prosecute a 
successful professionalisation project (Witz, 1992; Macdonald, 1995). However, the 
maintenance of professional autonomy requires considerable support work from 
others, particularly women. Davies (1995) highlights the difference between a brief 
encounter with a medical consultant, and all the processing and associated work this 
generates for others of an administrative, clinical, social and emotional nature. The 
consultant's claim to being autonomous rests on ignoring, relying on or just 
misrepresenting the work of others. Saks (1990) makes a similar point, that a great 
deal of health care:
has always depended on the unremunerated and unacknowledged co­
ordinating, administering, screening and nurturing work of women clerical, 
technical, nursing and service workers (p. 188)
Davies (1995) highlights the need for further research which articulates such 
hidden modes of rationality and hidden modes of decision-making which occur within 
organisations and professional work. She calls for nurses to challenge the gendered 
basis of the concept of profession, and by extension autonomy, which focuses upon 
the application of formal knowledge, to the exclusion of other types of detailed 
knowledge of persons and situations which nurses apply in their daily work. 
However, Macdonald (1995) argues that nurses threw away their chance of altering 
traditional male and female roles at an early stage of their professionalisation project, 
by excluding men from nursing work through emphasising the indeterminate, 
feminine nature of nursing knowledge.
The gendered nature of the acute health care environment undermines nurses’ 
autonomy and ability to provide high standards of care in other ways. For example,
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the concept of manpower planning has been applied to nursing for many years, 
despite the fact that commentators have highlighted its inappropriateness (Walby et 
al, 1994; Davies, 1995). The system is based on the traditional male career trajectory, 
rather than taking account of traditional patterns evident in women's working lives; 
and therefore is based on a discourse which constitutes women's employment as a 
problem for management, rather than a challenge requiring innovative solutions 
(Davies, 1995). This has resulted simultaneously in high levels of nurse recruitment 
and high levels of wastage, which means that senior, experienced nurses who leave 
the NHS for family reasons tend not to return. Those who do not take career breaks 
are in the minority, and these nurses invariably have to manage a transient, less 
experienced nursing workforce (Procter, 1989). The variability of clinical grades 
available, staff substitution practices, shift work and a high staff turnover are 
conditions which are not conducive to the development of individualised patient care, 
and necessitate the identification of 'routine', core activities within nursing work 
which can be accomplished by all staff. Such an approach perpetuates the view that 
nursing is unskilled work, and facilitates the introduction of skill mix strategies. 
While increasingly nurses profess to practice autonomously (Ersser & Tutton, 1991), 
much of what they do remains hierarchical because of staffing constraints (Procter, 
1989). The gendered nature of the acute health care environment undermines 
conditions necessary for the development of innovative nursing practice (Adams & 
Bond, 1996).
2.4 Autonomy and New Managerialism in the NHS
The professionalisation framework is not the only one through which the concept 
of autonomy in nursing can be viewed and understood. Historically, there has always 
been a tension between nurses being a local, hospital-based workforce, and a national, 
knowledge-based profession. These were the issues around which nurse registration 
was initially debated (Witz, 1992).
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The work environment and work ethos within the NHS has radically altered since 
the introduction of managerialism in the 1980s following the Griffiths Report (DHSS, 
1983); a process which has gained considerable momentum since the Working for 
Patients report (DOH, 1989), and the introduction of the internal health care market. 
These changes have had profound effects on professions and autonomy, and some 
would argue that nursing has exchanged the experience of medical domination for 
that of managerial domination. Macdonald (1995) describes the relative impact of 
these two occupational groups as "representing) the upper and nether millstones 
between which nursing has always been ground" (p. 143).
Autonomy is central to the rhetoric surrounding new managerial principles, where 
entrepreneurship and creativity amongst employees at all levels of the organisation 
are highly valued. Autonomy and decentralised decision making are recognised as 
necessary conditions for these to flourish (Peters & Waterman, 1982). Some 
commentators on human resource management take a more cynical view however. 
Sisson (1994) argues that in reality, empowerment of employees simply means that 
employees are taking on the risks and responsibilities which have previously been 
shouldered by management; a dubious form of autonomy.
Within this framework, which will be explored in greater depth in the next 
chapter, the rhetoric is that individual employee autonomy, and the creativity it is 
believed to unleash, is valued for its corporate benefit to the NHS Trust, which is 
increasingly concerned with the niche marketing of health care services. However, 
while on the one hand management rhetoric encourages creativity and autonomy 
amongst health care professionals, this is within the constraints of accountability to 
management for efficiency, effective care provision and remaining within allocated 
budgets; so that 'space' for autonomy is limited. The emphasis in the new NHS is said 
to be on customer service and care, however market forces may be seen as reigning 
supreme (Sisson, 1994). This represents an ideological shift for the profession of
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medicine in particular, whose professionalisation strategies have been interpreted as 
seeking to control and dominate clients (Johnson, 1972).
There is general consensus that the advent of managerialism in the NHS has 
curbed professional power and autonomy. Current moves to create single spine 
points in NHS employee pay scales bring this into sharp focus. While traditional 
work structures within the medical profession show many similarities to the devolved 
work structures advocated by management; practice audit and budgetary constraints 
have meant that doctors are having to adjust to a cultural paradigm shift, from 
collegiality to corporate loyalty. Nurses on the other hand have always been more 
attuned to managerial control. Following the Salmon Report (HMSO, 1966), nurses 
operated under a line management system, where they were considered to be an 
independent profession from medicine, with the two coming together at the top on a 
consensual basis. Since the Griffiths Report (DHSS, 1983), nursing has been 
noticeably more tightly controlled by general management than the medical 
profession, perhaps because of its pre-existing 'managed' culture. This has been 
evident in general management of the nursing workforce and nursing budgets at a 
local level, and in state intervention in clinical practice at a national level, with for 
example, the introduction of initiatives such as the named nurse directive as part of 
the Patient’s Charter (DOH, 1991a).
Current service conditions within which nursing's quest for autonomous practice 
exists therefore represent new opportunities and constraints on the achievement of' 
this aim. The emphasis on effectiveness and developing outcome measures of care 
may increase respect for nursing's contribution to health care, and may help to 
articulate discrete nursing knowledge. The customer focus and emphasis on devolved 
work structures is very much in line with nursing's concern to achieve individualised 
patient care and to involve patients and their families in care decisions. Such 
involvement is particularly promulgated in innovative organisational practice such as
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primary nursing, which is said to enhance nurse autonomy (Manthey, 1980; Ersser & 
Tutton, 1991). Goals for the development of nursing practice outlined in a recent 
National Health Service Management Executive (NHSME) report (1993) appeal* to 
offer support for nursing's professionalisation strategy, as they include plans for: 
supporting individualised patient care, developing nursing outcome measures, 
professional development for individual practitioners, the development of leadership 
and management skills, implementation of research findings, and setting up networks 
for the dissemination of good practice. The vision is to create flexible, 
knowledgeable and skilful practitioners, who will be more responsive to the needs of 
clients and their carers, in partnership with other health care professionals.
However because of its commitment to market forces, the new NHS embraces a 
curious mixture of tight, centralised control over health work processes and resources, 
while at the same time being committed to flattened organisational structures and 
devolved responsibilities. While nursing's commitment to reflective, innovative 
practice is in tune with the latter, the former approach governs staffing strategies, 
which emphasise the need for achieving a cost-effective skill mix, and frequently 
constrain the availability of a constant, stable supply of sufficient numbers of 
adequately qualified nurses to provide innovative care. Research shows that without 
this resource high standards of professional nursing practice are not achieved (Adams 
& Bond, 1996 ; Carr-Hill et al, 1992; Procter, 1989). A particular emphasis in current 
NHS management, in line with the accepted principles of human resource 
management, is to maintain flexibility in the workforce through the use of core and 
peripheral service units (Guest, 1987). In practice, this means that small permanent 
ward staff establishments are maintained, but supplemented in times of need with 
additional temporary staff, to whom the hospital organisation is less committed. This 
approach has resulted in a considerable number of nursing staff being kept on short 
term contracts or employed via the hospital bank (Walby et al, 1994). The NHSME
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report (1993) recognises these constraints, and recommends that ward managers are 
given control or influence over the resources needed to provide individualised care.
The net effect of embracing a managerial culture within the NHS has been to 
emphasise the importance of health care work being provided by multi-disciplinary 
teams of professionals, which constrains the ability of practitioners to be strongly 
focused on their individual professional agendas (Soothill et al, 1995). The 
development of effective horizontal work groupings is currently being fostered in the 
NHS through research into skill mix and human resource management, and through 
the development of clinical directorates. This has the effect of undermining vertical, 
hierarchical professional organisational structures, and of questioning and blurring 
multi-disciplinary work boundaries, which may in the future undermine nursing's 
ability to achieve social closure. Recent empirical work (Walby et al, 1994) provides 
evidence of changed professional boundaries and identities, and rejects traditional 
theories about working relationships. Nurses, doctors and managers were found to 
operate an intricate pattern of shifting alliances in achieving their work objectives, 
and contrary to theoretical propositions, senior medical staff welcomed the idea of a 
more highly skilled nursing workforce. Sources of conflicts identified between 
professional groups were chiefly associated with problems of what was termed the 
'time space geography' of acute hospital working. This relates to increased workload, 
short staffing, minimal inter-professional contact time, different patterns in 
professional/client contact time, different geographical patterns of professional work, 
and failures in communication associated with the disintegration of the hospital ward 
as the organic work unit.
These changes suggest that nursing's quest for autonomous practice for individual 
practitioners may no longer be appropriate, and that the future challenge should be to 
develop ways of incorporating high standards of nursing practice within effective 
multi-disciplinary care teams; teams which are sensitive to client needs, and which
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are self-governing. The clinical directorate model of health care provision provides a 
framework which emphasises the development of specialty-specific multi-disciplinary 
teams. The delivery of high quality care to patients has traditionally been nursing's 
key work ambition, and this can still be pursued within current NHS working 
conditions. However, seeking influence within multi-disciplinary teams may be more 
crucial than pursuing autonomy in order to ensure that patients' care needs are met. 
This research will explore these issues, and identify the relative effects on patient care 
of both influence and autonomy.
2.5 Conceptualising Autonomy in Nursing
Having examined the concept of autonomy within the context of professional and 
managerial frameworks, this last section focuses upon specific definitions of 
autonomy within the context of writing about nursing practice. The difficulty of 
defining autonomy and its attractiveness to nurses is reflected in a lack of definition 
of the concept in many studies and literature reviews which purport to deal with it, 
either directly, or in relation to other concepts (e.g. Carisen & Malley, 1981; Hale, 
1986; Reed, 1988; McCormack, 1992). As a result, autonomy is a much used but 
little understood term. The popular nursing press and anecdotal literature particularly 
lack discrimination in this respect.
Definitions provided by nursing authors and researchers demonstrate a degree of 
consensus as to the meaning of the concept, but simultaneously reflect different 
nuances and postulated relationships between autonomy and other concepts. Most 
authors who provide definitions conceive of autonomy as representing a degree of 
freedom for individual nurse practitioners. Examples of this work are Thomas (1992) 
and Mitchell et al (1989), who adopt a definition from social psychology research into 
work organisational climates (Moos 1986), which defines autonomy as an aspect of 
employees' individual personal growth, characterised by self-sufficiency and the
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ability to make individual decisions. This decision-making component is widely 
embraced in the nursing literature (e.g. Aiken, 1981; Cavanagh, 1992). Stamps and 
Piedmont (1986) define autonomy as "the amount of work-related independence, 
initiative and freedom either permitted or required in daily work activities" (p. 17). 
Leach (1993) defines nursing autonomy as independence from the medical 
profession, which he accepts has not as yet been achieved in the acute care setting. 
The definition of autonomy he provides is an operational one, where practitioners 
"have patients referred to them, operate their own clinics, decide on treatment, on 
admission and discharge, etc., independently of doctors" (p.396). Schutzenhofer 
(1988) developed a scale to measure autonomy in nursing, which embraced the 
elements of; taking responsibility for one's own career development and education, 
being innovative and proactive in care provision, initiating research, being 
accountable for one's own practice, working collaboratively with nursing colleagues 
and being assertive in situations of conflict with doctors. The range of elements 
incorporated in the scale highlights the complexity of the concept of autonomy in 
nursing.
While these four authors regard autonomy as a concept which can be located 
within the practice of the individual nurse, the last three draw attention to the place of 
the individual nurse within the wider work setting of the health care system. All three 
authors highlight the fact that nurses' autonomy can be bounded by features of the 
health care environment, e.g. by the nature of multi-disciplinary working 
relationships, which can 'shape' autonomy, so that it is a dynamic rather than an 
absolute concept in practice. This raises questions about the scope of autonomy, and 
at what levels it operates. The definition of autonomy given by Rose and DiPasquale
(1990) as 'control over practice' could be interpreted as operating on two levels: the 
nurse behaving autonomously at an individual level, and also the nurse having control 
over aspects of the work environment, such as resources necessary for practice, which 
impact upon the care provided for patients.
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The interplay between these two levels of meaning is a recurrent motif in nursing 
literature related to autonomy, and a source of confusion. There is only one nursing 
study of which the author is aware which attempts to resolve this situation. Mitchell 
et al (1989), while embracing the notion of self-sufficiency in the individual 
practitioner, also equate autonomy with decentralisation, an organisational concept. 
In this study, two different research tools are used to measure autonomy, which is 
defined as "the degree to which personnel have authority to make decisions, to handle 
exceptions, to evaluate performance and to make changes" (p.223), and the related 
concept of organisational influence, which is "the amount of influence that nurses 
thought they and various other personnel had on decisions affecting patient care, as 
well as on decisions affecting administration of the unit" (p.223). The difference 
between the concepts of autonomy and influence is subtle, but potentially very 
important.
Operational definitions of autonomy are also evident in the wider nursing 
literature, which can be linked to theoretical definitions discussed earlier in this 
chapter. Autonomy is believed by some nursing authors to embrace the elements of 
innovation and creativity. This link is implicit in many studies of nurses’ job 
satisfaction (e.g. Redfern, 1979) and in Cavanagh and Coffin's work (1992). These 
authors conceive of autonomy as being at the opposite end of the same continuum as 
'routine' work. This is clearly a practical development of the notion of the ability to 
take the initiative being 'part and parcel' of autonomy (Freidson & Lorber, 1972). 
Kramer's (1990) definition, equates autonomy with competence and keeping abreast 
of new practice developments. Current research into nurses awareness of, belief in, 
and use of research based practices provides explicit evidence of a link between 
innovation and autonomy however (Rodgers & Bond, in preparation). Factor analysis 
of 22 items relating to nurses' perceptions of their work environment produced an 
'autonomy' factor, which contained items related to reflective practice, ward level 
driven care innovations, authority to make decisions, flexible care organisation to
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meet patients' individual needs, and consideration of research findings alongside 
personal knowledge and experience in determining practice. Analysis showed that 
where autonomous practice occurs, research-based practice is also more likely to 
occur.
Partial definitions, attributes or necessary prerequisites of autonomy are 
commonly presented in the nursing literature; defined in terms of other closely related 
concepts. Holden (1991) defines autonomy in terms of its relationship to 
accountability and responsibility. He argues that:
autonomous practice implies accountability which entails both personal and 
professional responsibility: a personal responsibility to endorse ethical 
conduct consistent with professional practice, and a professional responsibility 
to exercise discretionary powers to the ultimate benefit of the patient (p.398).
He draws on Feinberg's work (1973) which postulates that autonomous behaviour 
represents a fine balance between freedom and self-restraint. Compulsive behaviour, 
such as sticking to a strict ward routine, and impulsive behaviour are not consistent 
with autonomy, which entails the freedom to make real choices between alternative 
courses of proposed actions. Holden (1991) also endorses Garnett's (1969) idea about 
the need for a 'critical' as opposed to a 'traditional conscience1, i.e. the ability to 
constantly evaluate judgements and actions as opposed to thinking and behaving in 
habitual ways, as a necessary prerequisite for exercising responsibility, and by 
extension, autonomy.
Hunt (1992) takes a similar approach, defining autonomy through the related 
concepts of nurses' accountability and responsibility within the hospital institution, 
but with less clarity. He equates nurses' 'lateral' accountability with professional 
responsibility and autonomous judgement, while at the same time acknowledging the
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constraining effects of the political, economic and administrative characteristics of the 
hospital environment. The degree to which nursing authors define terms and closely 
related, yet distinct, concepts varies, and many authors use terms such as autonomy 
and accountability interchangeably in an undiscriminating manner.
Definitions of autonomy also appear in nursing literature related to education. 
This is a natural corollary of the professionalisation literature, which demonstrates the 
need for high standards of specialised education for the maintenance of professional 
standards and conduct associated with public responsibility (Freidson & Lorber, 
1972). Cassidy and Oddi (1988) reflect the earlier ideas of Wright (1987), and define 
autonomy as the "cornerstone of ethics and ethical decision-making." They go on to 
explain that "a high level of autonomy is a necessary prerequisite for appropriately 
confronting ethical issues and dilemmas and for upholding the ethical standards of the 
profession" (p.406). The empirical study they conduct demonstrates that autonomous 
behaviour and rejection of traditional role limitations increase with more education, 
particularly in the area of ethics.
The range of definitions found in nursing literature demonstrate the complexity of 
the concept of autonomy; but also that nursing's conceptualisation of it is limited in 
scope. The sociological literature reviewed draws attention to the larger canvas of 
social processes through which professions secure their status and autonomy; 
particularly through pursuing the key elements of economic, political and technical 
autonomy (Walby et al, 1994). Nursing on the other hand, is concerned with applying 
autonomy in clinical practice, but fails to address these wider aspects of autonomy on 
which clinical autonomy is founded. It has been suggested however, that traditional 
professionalisation strategies adopted by other occupational groups may not be 
appropriate for nursing, because the motivation behind them is at odds with nursing's 
professed practice ambitions.
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Within this narrow nursing conceptualisation, autonomy has been shown to 
embrace the notions of individual practitioner freedom and independence, which is 
operationalised in the ability to make decisions. Taking the initiative and being 
creative and innovative in one's practice is also central to the meaning of the concept. 
A link between autonomous behaviour and education has been identified. Autonomy 
is linked to ethical responsibility, at both the individual and corporate professional 
levels, and to the related, but distinct concept, of accountability. It is interesting to 
note that while responsibility and accountability appear to go 'hand in hand' with 
autonomy, they are also in essence inhibitors of individual freedom, providing 'checks 
and balances' on the behaviour of individual practitioners. Autonomy is therefore a 
specific kind of freedom, bounded by moral constraints.
Inherent in many of the definitions examined, is the recognition that nurses' 
autonomy is bounded by institutional and organisational constraints operating within 
the multi-disciplinary health service. The organisational component is not well 
developed in nursing literature however, and represents a significant gap in nursing 
knowledge. The major aim of this thesis is to explore this aspect: the relationship 
between autonomy and influence, and how these concepts are affected by 
organisational features of nurses' work environment. This will elucidate the interface 
between managerialism in the NHS, with its emphasis on devolved work practices, 
resource issues, and nurses' perceptions of freedom in the context of practice.
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CH APTER TH R EE
THE RELATIONSHIP BETWEEN INFLUENCE AND AUTONOMY
3.1 Introduction
While Chapter Two has explored the meaning of autonomy in nursing, this 
chapter addresses nurses' influence, and seeks to examine differences and similarities 
between the two concepts. The role of influence, as an abstract concept, is virtually 
unexplored in nursing literature; yet a lack of influence at high levels of the hospital 
organisation and the health care infrastructure may constrain nurses' ability to practice 
autonomously at ward level. Consideration of this important dimension is largely 
ignored in studies of work organisation in nursing, where investigators seldom look 
beyond ward level nursing systems to explain differences in nurse autonomy.
The concept of influence is understood to comprise nurses' ability to resist, change 
or modify the control exerted 011 them and their work by managers and medical staff 
in particular, operating at higher levels of the hospital organisation. The chapter first 
elaborates the relationship between autonomy, power and influence. This is followed 
by examination of work control within bureaucratic organisations, of which acute 
hospitals are a particular type, characterised by the employment of a high percentage 
of professional practitioners. Finally, the particular conditions under which nurses 
provide care for patients at ward level will be illuminated in two ways. Firstly, by 
exploring how hospitals work, contrasting traditional methods of employee control 
with those used to control health care professionals, and secondly, by examining 
nurses' influence within the multi-disciplinary context at all levels of the hospital 
organisation. This expands discussion initiated in the previous chapter, where the 
effects of new managerialism on nurse autonomy were introduced.
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3.2 Pow er and Influence
While the lay definition of autonomy is associated with the right of self 
government and independence (OPED, 1990), the sociological literature reviewed in 
Chapter Two has highlighted its association with power, where a two-way 
relationship has been identified. Autonomy arises out of the secure power base of 
professional status, with its associated monopoly of specialist skills and knowledge 
within the labour market; and the exercise of autonomy serves to 'police' and maintain 
that power base by rejecting external controls on professional ways of working. The 
exercise of professional autonomy is therefore virtually synonymous with the exercise 
of power, and particularly so in relation to the medical profession, within which 
context Elston (1991) suggests that the terms 'autonomy' and 'dominance' can be used 
interchangeably.
3.2a Sources of Power
An analysis of the use of power in work organisations, and in particular its use in 
the health care setting, will lay the ground work for understanding nurses' ability to 
control their clinical practice, and also the difference between the concepts of 
autonomy and influence. It is generally accepted that power arises out of the 
possession and utilisation of resources (Weber, 1947; Kirkbride, 1992). Resources 
can include both finance and other physical materials required for the work in hand, 
and also ideological assets, which motivate individuals to work (Etzioni, 1961). 
French and Raven (1968) describe five more explicit sources of power: reward power, 
coercive power (the ability to instigate physical sanctions), legitimate power 
(associated with organisational rank), referent power (associated with force of 
personality and charisma), and expert power (associated with specialised knowledge 
and skills). The concepts of legitimate, coercive and expert power are germane to the 
analysis of nurses' influence within the acute NHS hospital.
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3.2b Ways o f Exercising Power
Weber is one of the earliest sociologists to write about power, which he defines
as:
the probability that one actor in a social relationship will be in a position to 
carry out his own will despite resistance, regardless of the basis on which this 
probability rests (1947, p. 139).
He associates power with achieving objectives and affecting the outcomes of 
decision-making. This suggests that power could be measured by an actor's success 
in 'winning' issues and influencing decisions. An alternative description of power is 
offered by Dahl (1975), as a situation where:
A has power over B to the extent that he can get B to do something that B 
would not otherwise do (p. 202-3).
In Lukes' (1974) important typology of ways of exercising power, a conflict of 
interests between stakeholders such as this is termed a 'one dimensional' view of 
power. While such power can seldom be directly observed within an organisation, it 
may be possible to infer it from measures such as pay differentials between distinctive 
groups of employees.
According to Lukes (1974), 'two dimensional1 power is where actors actually 
control the decision agenda, which is a more covert form of the exercise of power. It 
enables powerful individuals to prevent other actors from publicly raising potentially 
threatening issues, and relies upon the mobilisation of the beliefs and values of other 
dominant actors, to the detriment of the less powerful. In other words, 'two 
dimensional' power includes the power of non-decision making, or maintaining the 
status quo, where issues such as remuneration are non-negotiable (Kirkbride, 1992).
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According to Lukes (1974) 'three dimensional' power is even more complex. It 
arises where real conflicts are obscured by the propagation of a false consensus. This 
is an unobtrusive form of power, based frequently on the exercise of ideological and 
economic power, particularly 011 the part of management, in order to manipulate 
employees. The creation of corporate culture, based on the use of particular symbols, 
language, myths, rituals and ceremonies can be viewed as an example of the exercise 
of 'three dimensional' power (Kirkbride, 1992). Professional discourse, i.e. where 
professionals define the content of professional encounters, the relationships between 
participants, and the roles participants play, can be interpreted as the exercise of 
elements of two and three dimensional power (Hugman, 1991).
Power can be viewed as an element of social action, where actors have the 'power 
to ' achieve goals, but perhaps more importantly it is an aspect of all social 
relationships, where actors have 'power over' one another. Power is therefore socially 
structured and socially and culturally located within organisations (Hugman, 1991). 
Viewed through the perspective of Giddens' (1976) structuration theory, which 
describes the interplay between social actions and social structures, suggesting that 
there is a two-way mediation process, with actions shaping structures, and structures 
shaping actions; power can be seen as a dynamic concept. This mediation process 
and the concept of dynamism provide a helpful framework for considering power 
relationships within the acute NHS hospital. The latter represents a complex and 
constantly evolving socio-technical environment, inhabited by diverse groups of 
employees with different agendas and orientations to their work, whose actions 
modify organisational stinctures, which in turn constrain the behaviour of health care 
professionals.
Influence is also an aspect of power, although one which is less well defined in 
sociological literature. A lay definition is that influence is having the power to 
produce an effect (OPED, 1990). Influence is therefore seen as an outcome of the
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possession of power, which involves the directed use of power for a particular 
purpose. Like power, influence is conceptualised as being a dynamic force. In 
writing about the health service, Davey and Popay (1993) discuss the relative  
influence of doctors and managers, and the balance o f influence between general 
practitioners and hospital doctors. They also make a link between autonomy and 
influence, stating that: "the greater a doctor's autonomy, the less he or she is 
influenced by others" (p. 21).
Influence therefore appeal’s to be a subtle force, which shapes the actions and 
thoughts of others, by moulding the context within which thoughts and actions occur. 
It requires power for its operation, and power to resist it. Within Lukes' (1974) 
typology, influence could be said to operate in situations analogous to those in which 
all three dimensions of power are exercised; although in the case of three dimensional 
power, it may not be obvious that any influence is being brought to bear on the 
situation, because of the subtle nature of this form of exercise of power. In this thesis, 
which examines nurses' perceptions of influence over aspects of ward management, 
multi-disciplinary working and ward resourcing, Lukes' (1974) concept of 'one 
dimensional' power appeal’s to be most relevant. The process of achieving influence 
over these aspects of ward life can be viewed as the result of successfully negotiating 
conflicts of interest between hospital management, the medical profession, and other 
health care professionals.
While discussions about the nature of influence are not well developed in 
sociological literature, it appears that influence tends to be a more covert, informal, 
'behind the scenes' type of power. The writing of Hillier (1987) supports this notion:
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health organisations are structures of bargaining and influence which are
socially constructed in terms of the meanings actors attach to the organisation.
Far from being regulated collectivities their formal structure merely masks
the degree of negotiation which occurs (p. 210).
The existence of informal organisational structures and work processes alongside 
formal structures and processes are well documented (e.g. Blau, 1974).
3.3 Work Organisation and Power Relationships
Before applying this analysis of sources and ways of exercising power and 
influence to the work of nurses in the acute hospital setting, this review considers 
some general features of organisational working and power. Building upon this initial 
analysis, layers of complexity associated with the employment of professionals in the 
bureaucratic hospital organisational context will be discussed.
Commercial organisations are essentially inegalitarian structures. They operate 
on the principle of co-operation between those who own or control the means of 
production and those who supply the labour. There are differences between these two 
groups in terms of privileges and power, and in their orientations to the work process. 
Managers generally enjoy greater privileges and power, and are chiefly concerned 
with the efficiency of work processes, and competitiveness within the market place. 
The workforce on the other hand, generally enjoy less privilege and power, and are 
variously motivated to work in order to satisfy, economic, social and personal needs. 
These different orientations and power relationships often result in conflict. Salaman 
(1979) describes organisations as being characterised by constant and continuing 
conflict, a situation for which there is no 'foolproof solution, as the dominant group 
pursue their objectives, often in opposition to the wishes and needs of the workforce. 
Therefore, because employers and managers need to ensure the financial survival of
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the organisation, some form of control over the workforce and work organisation 
needs to be exerted.
Weber's (1947) description of the 'ideal type' of organisation has five distinctive 
functions, which reflect these concerns. He conceives of organisations as comprising: 
(1) the cognitive function (the division of tasks), (ii) the division of labour function, 
(iii) the co-ordinative function, (iv) the control function, and (v) the legitimising 
function. The fourth control function is generally achieved through hierarchical 
structures (Huezynski & Buchanan, 1991), the use of technology (Braverman, 1974), 
measures of work output, and through different rewards and incentives (Salaman, 
1979). Weber's fifth organisational function, the legitimating one, refers to the more 
subtle, normative control exercised by management. This creates an environment in 
which management's right to manage and their authority is accepted, based on an 
appropriate organisational culture or ideology, of which individual loyalty to the 
organisation is usually a central feature. Organisational control functions are 
essentially to do with the exercise of managerial power over employees. The 
operationalisation of each of the organisational functions described by Weber (1947) 
entails exercising power in all of the ways described by Lukes (1974), but the 
legitimating function, in particular, involves the exercise of three dimensional power 
(Lukes, 1974).
3.4 The Hospital Organisation
While the above description of organisational functions and working broadly 
applies to a wide range of industrial settings and bureaucratic organisations; the 
relationship between management and the workforce is somewhat different in the 
acute NHS hospital. The workforce is predominantly made up of professional 
practitioners as opposed to a mixture of unskilled and skilled workers, and the NHS is 
also a state institution providing a public service, so that both the state and consumers
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of health care are stakeholders with an interest in how health care is provided. The 
state in particular continues to play an important mediation role between health care 
professionals and their clients (Turner, 1991). This section considers issues and 
tensions surrounding the employment of health care professionals in the bureaucratic 
hospital setting, focusing upon power relationships and how recent changes in the 
NHS have affected them. The position of nurses vis-^-vis hospital management is 
then explicitly considered, with emphasis 011 how managerial principles have affected 
nursing work organisation both in the past and at the current time, and the 
implications this has for the exercise of power and influence in nursing.
3.4a Health Care Professionals in the Acute NHS Hospital
Employing professionals has certain advantages for management, as they bring 
with them special skills, high motivation to perform their work correctly, and 
commitment to the maintenance of ethical standards. Indeed research shows that 
employing professionals within organisations has the effect of transforming the 
organisational structure and culture. Bucher and Stelling (1969) identified some of 
the resulting changes, which include: role creation, where professionals develop and 
build their own work roles through negotiation; spontaneous internal differentiation, 
which occurs when several professional groups are employed; and increased 
competition and conflict over resources. These last two organisational features 
contain the seeds of potential conflict.
Because of the power conferred on professionals through the achievement of 
professional status and their expectations of being able to practice autonomously, 
management frequently find professionals difficult employees to control. They may 
expect special prerogatives, and may seek to resist managerial authority. Thompson's 
research (1987) describes how in an attempt to influence the distribution of scarce 
resources, hospitals in the past have been characterised by conflict between powerful
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coalitions, primarily representing 'practitioner interests’ and those whose orientation 
to work is the 'administrative ethic’. This fundamental conflict of interests has led 
some commentators to the conclusion that professionalism and hierarchical 
bureaucracy are antithetical phenomena, and research has raised questions about 
whose concerns have priority in hospital policy making, i.e. who is the dominant 
actor in Lukes's (1974) one and two dimensional power typologies. Perrow (1965) 
suggests that power in hospitals depends on the degree of health care technology 
employed: where use of technology is high, the medical profession predominate, and 
where there is low usage, the administrative system predominates. He further argues 
that: "power goes to those who perform the most urgent and difficult tasks in 
organisations" (p. 927), and highlights the high degree of power traditionally enjoyed 
by surgeons within the acute hospital. In the modern NHS hospital Trust, 
successfully marketing health care and managing tight budgets may compete with 
surgical work, which is increasingly non-invasive and less radical in nature, as the 
most urgent and difficult task in the organisation: and hence managers are a group 
who currently wield considerable power.
Research has questioned the appropriateness of professional autonomy in the 
bureaucratic hospital setting, questioning whether it is a necessary component of 
professional service, whether it can mask bad practice, or if it indicates professionals' 
greater commitment to colleagues than to clients (Daniels, 1975). The need to 
achieve a balance between organisational control and autonomy in individual 
behaviour in order to achieve organisational effectiveness, remains a challenge for 
managers in all types of organisations, but is particularly a problem in the NHS. 
Huczynski and Buchanan (1991) acknowledge that it is difficult to achieve both the 
effective use of resources and simultaneously to address staff development needs, 
which are central to developing professional practice within health care, while at the 
same time seeking to satisfy market demands.
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Work such as Daniels' (1975), has given rise to increased demands for the 
development of ways of observing the quality of professional working, and to 
demonstrate how health care professionals' goals and work practices relate to the 
wider hospital organisation's goals. Other forces for change in hospital power 
relationships have been a paradigm shift in the conceptualisation of health and illness, 
with greater emphasis placed on prevention and care as opposed to cure and disease 
(Allsop, 1995); recognition that the era of optimism about scientific medicine has 
come to an end (Elston, 1991); and the suggestion that we now live in an age of 
'servicing' occupational groups, as opposed to one in which seivice is given (Johnson, 
1972). In other words, occupational groups are motivated to meet consumer 
demands, but the notion of altruistic service is increasingly given little formal 
recognition.
These changes in the mood of society have undermined the power and influence 
of health care professionals; and particularly that of doctors, who previously 
dominated health care provision in all ways: legally, politically, administratively and 
morally (Freidson & Lorber, 1972). The hospital has traditionally been considered 
the 'showcase' of medical expertise and power (Mackay, 1990; Turner, 1991). These 
changes, together with the British government's perceived pressing need for 
retrenchment in health care spending, formed the background against which the health 
service reforms of the 1980s and 1990s have taken place, which have radically 
reformed the organisational structures and power relationships within acute hospitals. 
The introduction of general management following the Griffiths Report (DHSS, 
1983) brought about a profound change of ethos, focusing attention on the pursuit of 
economy, efficiency and effectiveness within the health seivice.
Management tools employed in the 1980s and 1990s represent a significant curb 
to professional power and influence, as they monitored standards of performance and 
rationalised medical decision making. These measures included the introduction of:
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economy measures, such as cutting costs and rationing access to certain services, 
performance indicators, cost improvements (i.e. running the same services on reduced 
funds), increasing patient throughput, introducing cost benefit analysis, increased 
usage of randomised controlled trials and medical audit. NHS reforms in the 1990s 
reflect the further entrenchment of managerial principles in the NHS, with the 
introduction of the internal market and the change to self-governing hospital Trusts 
following Working for Patients (DOH, 1989). Other relevant changes include 
managers being increasingly held accountable for NHS policy implementation within 
hospitals, increased competitive tendering, enhancement of patients' rights through 
the Patients Charter (DOH, 1991a), and the establishment of targets for the 
improvement of the nation's health status (DOH, 1992).
As a result of these changes arising out of state intervention in the form of health 
care policy, and to a lesser extent pressure from health care consumers, health care 
professional hierarchies, and particularly the medical hierarchy, have had to submit to 
unprecedented levels of managerial supervision. While the rhetoric surrounding such 
changes emphasises devolution, local autonomy, and diversity; the reality is that via 
central government dictates, managers are operating a finance-led agenda in health 
care (Allsop, 1995), which frequently conflicts with professional concerns, and which 
may constrain professionals' power and autonomy. However, there is as yet no 
empirical evidence that the power of the medical profession is diminished (Elston, 
1991), and Hugman (1991), suggests that public acceptance of medical autonomy 
persists because doctors have successfully colonised strategic high level positions 
within developing organisations. Dent (1995) comments that:
instead of a process of de-professionalisation, doctors have suffered nothing 
worse than a comfortable incorporation within the new system as senior 
managers (p. 894).
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Indeed, Hunter (1992) suggests that the clinical directorate model of care 
management has significant benefits for Trust general managers, because it capitalises 
upon doctors' established ability to ’get things done1. He further suggests that the 
medical profession may, in time, subsume the general management role within NHS 
Trusts, the opposite scenario to managers curbing the power of the medical 
profession; which is the generally accepted interpretation of recent health service 
reorganisations.
3.5 Nursing in the Acute NHS Hospital
Most analyses of changes in the NHS and their effects on practitioners have 
focused upon the medical profession. Yet the changes have arguably had a more 
significant impact on work organisation and power and influence in nursing, as nurses 
have had to adapt to current managerial pressures and practices. Commentators 
suggest that the transition for nursing has been smoother compared with medicine 
however, because nurses have not achieved full professional status, and therefore do 
not expect a high degree of freedom in their practice, or to have a strong voice in 
organisational policy making (e.g. Hugman, 1991). In other words, nurses have 
traditionally wielded little power in the acute hospital setting, so that additional forms 
of work control make little difference to nurses’ work experiences. However, nurses 
are more attuned to the paradigm shift in the conceptualisation of health and illness 
described by Allsop (1995), as caring has fraditionally been their forte, which could 
enhance nurses' influence. Successful experiments in nurse-led care have, however, 
met with considerable resistance from the medical profession, so that potential 
advantages in nursing's closer alignment with current health care philosophies, 
compared with the medical profession, have been undermined by the stronger power 
base of the latter within the health care system (Salvage, 1992).
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As discussed in Chapter Two, nurses are more used to being 'managed', and their 
high commitment to providing quality care for patients 'beyond the call of duty', 
regardless of financial reward (Seccombe et al, 1994), renders them more amenable to 
management control (Davies, 1995). There is a high degree of 'fit' between hospital 
organisational goals of patient satisfaction and positive outcomes of care, and nurses' 
desire to provide high standards of quality care, which makes nurses susceptible to 
ideological persuasion of the kind described in Lukes's (1974) typology as the 
exercise of three dimensional power. The development of clinical guidelines and 
clinical supervision programmes (NHSME, 1993), nurse-led audit of ward practice, 
and the development of innovative care provision systems are perceived as being 
more 'natural' and less alien or intrusive to nurses' ways of working (Davies, 1995), 
which have been shaped by the introduction of the nursing process in the 1970s.
3.6 Nursing Work Organisation and Managerial Control: An Historical 
Perspective
In order to shed light on nursing's current relationship with NHS management, 
and to understand more about nursing's history of being 'managed', this chapter now 
considers theories of work organisation and applies them to understanding 
developments in organisational practice in nursing. This provides contextual material 
for locating nursing's claims to achieving increased autonomy through innovations in 
ward organisational practice.
There have been several influential theories about work organisation which have 
shaped industrial and bureaucratic work environments this century, and which have 
had an impact on work organisation in nursing. In response to increased 
mechanisation in American industry, coupled with a large, unskilled, immigrant 
workforce; Taylor pioneered the approach known as scientific management (1911). 
This involved systematic analysis of the process of production, followed by
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fragmentation of the process using increased division of labour. This comprised 
breaking down skilled work processes into discrete tasks which can be performed 
repetitively, and which form the sole work responsibility of unskilled workers. Not 
only were tasks thus de-skilled, but they were also simplified and standardised, so that 
work could more easily be monitored, and tighter controls 011 efficiency, time and 
money exercised. Fragmentation of production increases management control, as it 
separates 'brain work’, or production planning, from manual work; the former being 
the domain of management. It also disempowers the workforce, because they are 
replaceable and their limited 'skill' has little or no market value.
Evidence of the principles of scientific management can be seen in functional 
nursing (see Chapter One), and in the development of nursing management 
information systems, which are computer software packages designed to predict ward 
staffing needs based on information about ward workload and patient dependency 
measures. While functional nursing is now 'unfashionable', it still persists in some 
hospitals, as does the use of nurse management information systems, despite evidence 
discrediting their usefulness (Jenkins-Clarke, 1992). Indeed the principles of 
scientific management have never ceased to have an effect on nursing work, and are 
currently enjoying a resurgence of interest amongst health care managers since the 
introduction of Project 2000 (UKCC, 1986), which has effectively removed student 
nurses from the ward workforce by giving them supernumerary status, causing staff 
shortages. As discussed in the previous chapter, a decreased student workforce and « 
financial constraints have re-focused NHS management attention upon skill mix 
issues, and increasing the number of health care assistants, who have limited clinical 
competencies, and have been employed to cany out 'basic' aspects of nursing work.
With little control over the setting and spending of ward nursing staff budgets, nurses 
have little control over the de-skilling of their work processes, which represent a 
strong element of managerial control over their practice.
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While scientific management proved to be an initially successful means of 
improving productivity through organisational change, as opposed to using increased 
mechanisation, it did not solve the problem of organisational conflict. While an 
element of control is essential for organisational functioning, workers generally resist 
tight control. Not only does it devalue human work skills and expertise, but it can 
also disrupt the social aspects of work organisation; thereby frustrating two key areas 
of workers' satisfaction.
Theorists known as 'behaviourists', influenced by the Human Relations 
Movement, advocate that the way to increase organisational effectiveness is through 
decreased management control, and facilitating the development of increased 
autonomy in groups or for individuals in the workforce (Huczynski & Buchanan, 
1991). They consider that some degree of autonomy in an individual's work function 
is a psychological necessity, enhancing well-being, employee stability and reducing 
the potential for organisational conflict (Hill, 1981). Autonomy is facilitated through 
job redesign, which incorporates both the elements of job enlargement, i.e. extending 
an employee's work role, and job enrichment, which extends individual responsibility 
and influence within the organisation. It is an approach to work organisation which 
recognises the need for employees to have a high degree of involvement in their 
organisation, and where there is an emphasis on management creating an environment 
of consensus, co-operation, and a sense of moral commitment on the part of 
employees and managers with regard to honouring work agreements. However, as 
Hill (1981) points out, while the humanist approach appears to empower employees, 
control is still firmly maintained by management, by not allowing employees to have 
any influence over significant decisions concerning the production process. He 
comments cynically that:
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By creating space at the point of production for limited worker autonomy, 
normally by changing low-level supervisory tasks, managers above the level 
of foreman neither change nor renounce their own interest in control (p. 51).
Thus the concept of autonomy discussed in management literature appeal's to have 
a slightly different meaning and scope to the concept of autonomy promulgated in 
literature associated with the sociology of professions. While in both contexts 
autonomy is related to an individual's freedom to plan and execute their work role at 
their own discretion, autonomy appears to be overtly considered a more variable and 
manipulable commodity in management literature. It is also apparent that autonomy 
can be limited in its scope of operation within work control strategies, so that it is 
considered a less powerful commodity than it appeal’s to be in the professionalisation 
literature. In Chapter Two, autonomy was noted to be a dynamic concept in practice, 
yet in the sociological literature about professionalisation it appeal’s to be more 'fixed' 
and to have more enduring power to shape practitioners’ working lives.
The work of the Tavistock Institute produced another important influence on work 
organisation and issues of control. Researchers advocated that people work more 
productively and with less grievance activity if their work tasks are satisfying and 
their social environment is supportive. They therefore emphasised the importance of 
addressing the 'socio-technical' aspects of the work environment (Emery & Trist, 
1960), Emphasis is placed on employees working on a whole task, such as building a 
car, as part of a small team, who between them have all the necessary work skills and 
expertise to accomplish the task.
The influence of the Human Relations Movement and work carried out at the 
Tavistock Institute is apparent in changes in work organisation in nursing at ward 
level (Adams & Bond, 1995a; Hale, 1986). Systems of nursing organisation 
demonstrate flatter structures, with responsibility for care delegated to groups of
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nurses in the team nursing system, and to named individual nurses working with a 
group of associates in the primary nursing system (see Chapter One). Individualised 
patient care is practised in both systems, where all patients' care needs are provided 
by identified groups of nurses. There is empirical evidence that working in these 
more innovative ways enhances employee stability (Adams & Bond, 1996), and that 
where the social environment at work is supportive, standards of professional nursing 
practice are higher (Adams & Bond, 1995a). Evidence linking increased job 
satisfaction with devolved work responsibility and flatter organisational structures is 
conflicting however (Adams & Bond, 1996).
While nurses maintain that they have secured greater autonomy through changing 
organisational practice at ward level (Manthey, 1980; Eraser & Tutton, 1991), there is 
no evidence of accompanying changes in their power relationships with hospital 
management (Bowers, 1989; Hugman, 1991). Hales (1993) states that autonomy has 
little value in the work organisation unless it is accompanied by a degree of power to 
influence higher levels of the organisational structure. This is central to the purpose 
of this research, which seeks to explore the importance of nurses' influence within the 
hospital organisation, over and above the importance of achieving clinical autonomy 
at ward level.
3.7 The Nursing Hierarchy in Acute NHS Hospitals
The above discussion has focused primarily on the effects of managerialism on 
ward level nursing practice, while this section considers its effects at all levels of the 
hospital organisation. Hierarchies are power structures, which provide the framework 
for the exercise of legitimate power (French and Raven, 1968). They are used overtly 
in organisations and occupational groups for controlling employees, for consultative 
purposes, and for communication. Covert functions of hierarchies are controlling the 
usage of resources, and structuring of knowledge (Hugman, 1991).
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Nursing has traditionally had a well developed occupational hierarchy within 
acute NHS hospitals, although there are signs that this is now beginning to fragment. 
While the clinical grading system clearly delineates nurses' ranks within the hospital 
nursing workforce; higher grades are disappearing (Cassidy, 1996). As discussed 
above, the adoption of flatter ward organisational structures in innovative care 
provision systems devolves power away from the ward sister, and, in theory, 
empowers more junior staff nurses; although in practice such changes may in effect 
disempower nurses in general. These innovations have coincided with structural 
changes within the NHS, and the de-layering of management, which has resulted in 
many nurse middle level managers losing their jobs. While nurses usually, but not 
always, have a management representative at clinical directorate level, the bulk of the 
nurse management function is now undertaken by more junior nurses, who experience 
a high degree of role conflict, as they simultaneously seek to retain their clinical 
function (Tovey & Adams, in preparation). Nurse representation above clinical 
directorate level is increasingly variable, and career development beyond the level of 
ward manager constrained (Edmonstone & Chisnell, 1992). Nurses either progress to 
being the chief nurse within the Trust, which is now an advisory and not an executive 
role; or else nurses become disconnected from their professional roots and become 
assistant unit general managers (Lilley, 1994). In either event, nurse managers at 
higher levels are now directly accountable to NHS Trust chief executives and hospital 
boards of governors.
The nursing hierarchy within acute NHS hospitals is therefore considerably 
weakened where it interfaces with the over-arching general management hierarchy. 
While lower level nurses have been empowered in theory, through flattened 
organisational structures and devolved responsibility for decision making, the reality 
is that these changes have occurred without increasing nursing's higher level 
management representation, which commentators warn may serve to marginalise 
nursing practice, by removing it further from the centre of NHS Trust management
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and policy making (Hugman, 1991; Bowers, 1989). The discretionary powers of 
NHS Trust chief executives to initiate local pay bargaining, and initiatives such as the 
NHSME's (1993) encouragement to nurse managers to 'fast track1 talented 
practitioners through the clinical hierarchy, further undermine the nation-wide 
hierarchy existing between nurse practitioners themselves.
Nursing's hierarchy is considerably weakened compared with that of the late 
1960s and 1970s, generally considered to be nursing's 'heyday' (Davies, 1995), before 
general management principles were introduced in the NHS, and following the 
Salmon Report (HMSO, 1966). Strong nursing line management was established at 
this time, and nursing was accorded the status of an independent profession, meeting 
with medical practitioners on a consensual basis at the top of the hospital hierarchy. 
Nursing was not without internal professional conflicts however, as the line 
management system created tensions between nurse clinicians and nurse managers 
(Carpenter, 1977); but it is clear that nursing's power base and ability to use influence 
may be considerably constrained as a result of more recent changes in the structure of 
the NHS.
3.8 Nurses and Other Health Care Professionals
The position of nurses within the acute hospital cannot be viewed in isolation, or 
only in relation to how nursing interfaces with general management. Like many 
organisations, the acute hospital is not a unitary community, but one made up of 
many groups with differentiated work functions and ambitions; so that it is a 
pluralistic community, with integrative functions. Or as Perrow (1965) comments, 
the hospital is characterised by multiple authority and multiple subordination 
structures. Acute hospitals in the 1990s have a pluralistic management structure, 
embracing a variety of professional hierarchies alongside nursing, but all are 
constrained by the over-arching general management structure. This gives rise to
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increased potential for conflict within the organisation, where different groups of 
health care professionals struggle against each other for resources to enlarge their 
establishments, improve their facilities, raise their budgets, and increase their voice in 
senior 'councils' (Salaman, 1979). Davey and Popay (1993) support this argument. 
They contend that in a constantly changing socio-technical environment like an acute 
hospital, where there is an elaborate division of labour, health care professionals will 
always be in competition over: the content of their work roles, establishing control 
over skills, using resources efficiently, and maintaining good working conditions for 
themselves. Conflict with other health care professionals as well as conflict with 
management has a significant impact on nurses' influence. It reduces nurses' ability to 
secure the resources they need to provide care for patients, over which general 
management and the medical profession have greater control.
The dominance of the medical profession in the acute hospital setting, and the 
historical reasons for this are well documented (e.g. Freidson & Lorber, 1972; Davies, 
1995). Turner (1991) describes three strategies employed by the medical profession 
to control the professional ambitions of other health related practitioners. They are: 
su b o rd in a tio n , where doctors maintain control by delegating work to these 
practitioners; limitation, where doctors maintain control by containing practitioners' 
work to a specific part of the body (e.g. dentists) or a particular therapy (e.g. 
pharmacists); and exclusion , where doctors deny other practitioners legitimation 
through registration. Within this framework, nurses occupy a subordinate role to the 
medical profession. For historical reasons, nursing developed alongside medicine as 
a supportive, complementary service, carrying out medical orders (Green, 1974). 
Nursing knowledge was initially derived from medical sources, and until 
comparatively recently, many nursing textbooks were written by doctors. Nursing's 
long history of subordination to medicine continues to have a disabling effect on 
nurses who seek to work in equal partnership with doctors; inequality of power and 
influence is deeply embedded into the consciousness of both professions.
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As well as explaining nursing's lack of influence with reference to historical 
processes, other commentators point to social explanations. Salaman (1979) argues 
that organisations are perceived as being 'natural', because they reproduce social 
relationships which exist outside the organisation. An individual's influence is 
therefore not only linked to his or her formal role and status within the organisation, 
but also to the individual's social characteristics and status. Nursing's inability to 
achieve full professional status has been largely attributed to women's historical lower 
social status compared with men (Witz, 1992; Macdonald, 1995). Elston (1991) 
contends that it is this appearance of 'naturalness' which leads to a general acceptance 
of doctors as being 'natural' managers in the acute hospital setting, as opposed to other 
health care professionals.
Hugman (1991) and Davies (1995) are among many commentators who perceive 
nursing's lack of influence to be linked to gender, because most nurses are women. 
They consider that patterns of gender inequality within society at large are reproduced 
in microcosm in the acute hospital. Other commentators also believe that social class 
has a role to play in the relative powerlessness of nurses compared to doctors. 
Doctors are traditionally drawn from the higher social classes and are generally better 
educated than nurses, so that again inequalities from outside the hospital organisation 
are 'naturally' reproduced within it (Mackay, 1990; Green, 1974). The nature of 
nurses' work itself can also undermine nurses’ influence as it causes some to question 
nursing expertise, and hence the exercise of what French and Raven (1968) term 
'expert power'.
3.9 Nurses' Socialisation and Ways of Managing Conflict
Another issue worthy of examination in relation to nurses' power and influence in 
the acute hospital setting, is that of nurses' socialisation. There is a wealth of 
literature describing the 'theory-practice gap' experienced by student nurses. In the
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clinical setting, students find that emphasis is frequently placed on ’getting the work 
done’ as opposed to spending time communicating with patients; a central tenet in 
establishing the close nurse-patient relationship on which 'new nursing' is founded 
(Melia, 1987; Salvage, 1992). There has been a long-standing divergence between 
the 'professional' rhetoric of nurse education, and the realities and pressures of 
providing care for patients within the bureaucratic hospital setting, which frustrates 
nurses who are ill-prepared for reconciling such opposing forces (Bradby, 1990).
Nurses' response to dealing with conflict at work is usually characterised by 
defensiveness however, as opposed to taking positive action to resolve conflict. For 
example, nurses rarely avail themselves of the opportunity of taking part in trade 
union activities, so that they choose not to exercise the form of power which French 
and Raven (1968) term 'coercive power'. If they belong to a union, the majority of 
nurses belong to the Royal College of Nursing (RCN), which, while it embraces 
professional conflict issues, has not traditionally been considered a militant 
organisation, and which until recently has operated a ’no strike' clause within its 
constitution. Taking industrial action is not part of the culture of nursing, as it runs 
counter to nurses' sense of vocation to provide care for patients (Mackay, 1990).
Nurses' control strategies are mainly characterised by what Hyman (1976) calls 
'unorganised', silent, conflict. Withdrawal from labour participation and absenteeism 
are long-standing management problems associated with nursing (Clark, 1975). 
Experience of work stress is usually cited as the main predictor of the process of 
labour withdrawal and eventual wastage and turnover amongst nurses (Maslach & 
Jackson, 1981; Cavanagh, 1992; Persson et al, 1993). The magnitude of the labour 
turnover problem in nursing is indicative of high levels of dissatisfaction and possibly 
organisational conflict experienced by nurses. The perennial nature of the problem is 
indicative of repeated failure to adequately address areas of dissatisfaction in the 
NHS, where high nurse wastage rates are accepted as the norm. In America, where
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hospitals have experienced acute nursing staff shortages, issues of nurse recruitment 
and retention have been given more managerial and research priority. In some 
hospitals this has led to profound structural changes, and the adoption of the 
philosophy of shared governance, where nurses are allowed greater freedom at all 
levels of the hospital organisation, to control their own practice (Porter O’Grady, 
1991).
Unlike industrial workers in other settings, nurses rarely withdraw from their 
work in the sense of disengaging their interest, co-operation and commitment to 
ensuring that patients receive the best care possible. Even when their own morale is 
low, nurses rarely fail to respond to patient needs (Mackay, 1990). When they 
withdraw from work, nurses literally withdraw themselves from the work setting.
3.10 Conclusions
This chapter has been concerned with elucidating the relationship between the 
concepts of autonomy and influence, which are both dynamic aspects of power. 
Drawing on sociological literature related to professions, it is suggested that 
autonomy arises out of the achievement of professional status; and the subsequent 
exercise of autonomy serves to 'police' and maintain the professional power base. It is 
further suggested that the concept of autonomy has different shades of meaning in 
professional sociological literature compared with management and nursing literature. 
In the former it is viewed as a more wide-ranging, enduring, 'fixed' commodity; 
whereas in the latter it is conceived of as being constrained, variable and manipulable.
Influence on the other hand is less well defined in sociological literature, but it is 
suggested that it is related to the possession, and subsequent use of power to achieve a 
particular purpose. Influence is conceived of as a subtle, more covert force than 
autonomy, which shapes individuals' thoughts, decisions and actions by moulding the
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context within which thoughts, decisions and actions occur. Influence is also 
conceived of as having a large part to play in shaping informal organisational 
structures and processes.
Analysis of the socially structured nature of power, and hence the socially 
structured nature of autonomy and influence, provided the background for 
consideration of nurses' influence in the acute hospital setting. Issues associated with 
employing health care professionals in a public service organisation were explored, 
focusing on tensions between professional concerns and managerial objectives in the 
provision of health care; alongside reviewing recent managerial strategies used to 
control professional employees. Nurses' power status vis-a-vis general management 
and other health care professionals was examined in more detail, and an historical 
perspective on work organisation and work control in nursing was provided. Nurse 
socialisation and approaches to conflict were also examined, as they are germane to 
an analysis of nurses' power position in the acute NHS hospital setting.
Nurses were conceived of as occupying a middle ground between practising some 
aspects of professional working, particularly at ward level, and yet being subject to a 
high degree of managerial control within the hospital organisation. Their source of 
legitimate power, arising out of the nursing hierarchy and its position vis-a-vis the 
hierarchies of other health care professionals and the over-arching general 
management hierarchy, was seen to be currently fragmenting; and questions still 
remain in the minds of some about nurses’ claims to expert power. The culture within 
nursing precludes the use of coercive power. This set of circumstances, in which 
nursing innovations claimed to be associated with the achievement of enhanced 
autonomy occur at the lowest (ward) level of the hospital organisation, but in the 
absence of supportive structural changes and power and influence at higher levels; 
indicates that nursing's conceptualisation of autonomy is narrow and constrained. 
Nurses' claims to achieving enhanced autonomy rest on innovations in organisational
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practice alone, which represents only one key internal factor affecting autonomy. The 
review of literature has demonstrated that other internal and external factors vis-a-vis 
nurses' position in the acute NHS hospital, are not conducive to nurses' achievement 
of autonomy, more broadly defined, and may constrain their potential to exercise 
influence. It is outside the scope of this thesis however to examine the effects on 
nurses' autonomy and influence of factors external to the acute hospital environment.
3.11 Purpose of the Research
The purpose of this research is to examine the concepts of autonomy and 
influence in relation to nurses' practice at ward level, within the context of the acute 
hospital organisation. By developing empirical measures of autonomy and influence, 
nurses' power within the hospital organisation can be 'mapped out', and propositions 
arising out of organisational theory about autonomy and influence can be tested. 
Qualitative work exploring nurses' perceptions of the degree of control they have over 
their practice will underpin the development of scales to measure autonomy and 
influence.
The autonomy scale is intended to measure nurses' perceived control over practice 
at ward level; while the influence scale will measure nurses' perception of their power 
with regard to higher levels of the acute NHS hospital organisation, particularly in 
relation to the medical profession and general hospital management. The work of 
Edwards (1983), which explores power relationships within the coal mining industry, 
endorses the use of perceptual measures as opposed to objective measures for 
exploring issues of power. She found that perceptual measures provided a more 
accurate description of workplace power, as they incorporate information about some 
of the unobservable processes through which outcomes are determined.
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It is expected that autonomy and influence will vary between wards organising 
nursing care in different ways. Both nursing and management literature suggests that 
where work is performed within the context of flat organisational structures and with 
devolved responsibility, employees will perceive themselves to be more autonomous 
(Manthey, 1980; Huczynski & Buchanan, 1991). It is also expected that autonomy 
and influence may vary between wards of different clinical specialty and with varying 
staffing configurations. There is evidence that medical and care of the elderly are 
ward clinical specialties which particularly support the development of autonomous 
nursing practice (Pearson et al, 1992; Titchen & Binnie, 1995). While there is a lack 
of research examining connections between ward staffing characteristics and 
autonomy and influence, there are however claims in literature that organisational 
systems believed to empower nurses, require a consistent and high number of 
experienced nurses in order to operate successfully (e.g. Procter, 1989). Nursing care 
organisation at ward level is considered to be largely under the control of nurses, 
whereas clinical specialty and staffing are variables affected by higher level 
organisational controls and influences.
Figure 3.1 illustrates the range of internal hospital factors included in the analysis, 
which may affect nurses' perceptions of autonomy and influence at ward level. 
Within it, the relative position of ward organisational practice is identified as only 
one, albeit a key, element of work process. Previous studies evaluating the outcomes 
of nursing organisational systems have largely ignored the effects of a wide range of 
ward structural and process features, which have recently been shown to affect a 
higher proportion of outcomes of nursing care compared with organisational systems 
(Adams & Bond, 1996). In the current research, autonomy and influence are 
conceived of as both affecting and being affected by ward structural features, nurses' 
work processes and outcomes of nursing work; so that the overall effect of autonomy 
and influence is dynamic and cyclical (see Figure 3.2). The internal hospital factors 
analysed include: (i) ward structural features: staffing
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Figure 
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Figure 
3.2 
Conceptual 
model 
of 
the 
relationship 
between 
structure, processes 
and 
outcomes 
of 
nurses' work, and 
autonomy 
and 
influence.
resources, clinical specialty, individual nurse characteristics, and nurses' perceptions 
of the quality of the physical environment in which they provide care; (ii) nursing 
work processes: organisational practice, and nurses' perceptions of the quality of 
multi-disciplinary collaboration, including cohesion between ward nurses themselves, 
and ward leadership; and (iii) outcomes of nursing work: nurses' job satisfaction, and 
standards of practice achieved. Examination of the relationships between autonomy 
and influence and each of these factors will provide for a thorough examination of the 
scope and nature of nurses' autonomy and influence over ward managerial and multi­
disciplinary working decisions in the acute NHS hospital setting.
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CH A PTER FOUR
THE STUDY METHOD
This chapter describes the study methods used for developing scales to measure 
autonomy and influence. It describes a qualitative interview study, the findings of which are 
presented in Chapter Six; questionnaire development, and pilot and main study postal 
surveys. Scale development, based on factor analysis of the survey data, and details of scale 
testing are described in Chapter Five; including reliability and validity checks. The extent 
and nature of nurses’ autonomy and influence are discussed in Chapters Seven and Eight.
Having reviewed the nursing and other relevant literature to situate the study and develop 
an approach to the analysis of nurses' autonomy and influence in acute hospital wards, within 
the context of organisational practice; a qualitative study of the realities of ward life was 
conducted. Previous work related to the concept of autonomy has often failed to 
acknowledge the gap between nursing rhetoric, models of organisational practice and what 
actually happens on the wards (Thomas & Bond, 1990). Nurse autonomy and influence are 
shaped by the complex interaction of many phenomena at ward level. These phenomena 
need to be identified and articulated in any study seeking to understand autonomy and 
influence and their relationship with features of the ward organisational environment.
Data for use in the scale development process was collected by means of a large-scale 
postal survey from a nationally representative sample of nurses working in acute hospital 
wards in England. The data analysed in this thesis form part of a dataset collected in a larger 
study funded by the Department of Health; to develop a comprehensive set of scales to 
measure ward organisational features (Adams & Bond, 1995a). The study represented 
collaborative work between the University of Surrey and the Centre for Health Services 
Research, University of Newcastle; with data being collected at both university sites. The 
Department of Health research was designed to comprise the following distinct stages:
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Stage I a qualitative study was conducted, which established a sound knowledge base and 
conceptual framework for development of the influence and autonomy scales
Stage II was an extensive pre-pilot stage, where questionnaires developed from the 
qualitative data analysis were field tested
Stage III comprising a formal pilot study
Stage IV comprising the main study of a nationally representative sample of acute ward 
nurses
4.1 Stage I: The Qualitative Study
The purpose of the qualitative study was to collect in-depth data on nurses' views 
of the way in which aspects of the physical and social environments in which they 
worked had an impact on how they earned out their work; and in particular, how 
these aspects of ward life affected their perceived autonomy and influence. The 
findings were primarily used to inform the development of the questionnaires used in 
stages II to IV of the research.
The data were collected by means of semi-structured interviews, with a view to 
clarifying and developing theoretical concepts grounded in the empirical reality of 
nurses everyday ward experiences. Both individual and group interviews were 
conducted. Acute general wards in fourteen different hospitals in both the north and 
south of England participated in the qualitative study (see appendix A for 
participating hospitals in the qualitative, pilot and main studies). Convenience 
governed the selection of nurses. Nurse managers in hospitals close to the two 
research centres were contacted, who subsequently located nurses who were willing 
to participate. Nurses of all clinical grades from C to H were interviewed, with an 
emphasis on grades D, E and F.
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Initially interviews took the form of group discussions, but as time went on, one- 
to-one interviews were felt to yield better quality data. Nurses' responses were 
sometimes constrained and inhibited in the presence of ward colleagues, particularly 
colleagues with a more senior clinical grade. Forty one interviews were carried out in 
all, with a total of 97 nurses, between the autumn of 1991 and spring of 1992. 
Interviews took place in a variety of settings within the hospital. These achieved a 
balance between providing somewhere quiet, and a place where nurses were 
accessible to patients and colleagues if needed. The majority of interviews lasted 
between 40 minutes and 1 hour, while two exceeded one and a half hours. 
Occasionally they had to be curtailed as nurses were called back to the wards to deal 
with emergency situations.
Interviews were tape-recorded, and subsequently transcribed into word processing 
files. On the whole, nurses told us that they enjoyed the interview experience. Many 
commented that this was a rare opportunity to reflect on their practice, to get some 
sort of perspective on their pressurised working lives; and in particular, to consider 
organisational and work control issues. We had the impression that nurses were 
generally very forthcoming and frank and that the data did represent nurses' views at 
the time.
Initially interviews were structured by pursuing ideas about the relationship 
between autonomy and nursing care organisation identified in the literature; as well as 
considering the effects of other ward structural and process features on the 
effectiveness of care. This framework was supplemented considerably by insights 
and concerns expressed by the nurses themselves. In the early stages, the nurses' lead 
was very much 'followed' in the interviews, while later interviews became more 
focused, with more probing for specific information. Data analysis ran concurrently 
with data collection, so that insight gained from the analysis was constantly fed back 
into the interview process. In this way, relevant topics were covered in the 
interviews, and newly identified phenomena could be fully explored.
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In addition to the interview data, detailed field notes were made relating to each 
hospital site, and to individual wards. These provided contextual information relevant 
to interpreting bias or particular trends in the interview data.
Data analysis involved the detailed reading and re-reading of transcripts to 
identify recurrent phenomena that nurses told us shaped their control over their work.
A coding framework was developed, which was continually reviewed and subjected 
to critical appraisal. A discussion of the findings of the qualitative study relating to 
autonomy and influence is presented in Chapter Six.
4.2 Stage II: Questionnaire Development
4.2a Study Population
The focus of the research is the autonomy and influence of professional nurses working in 
acute wards, and how this affects, or is affected by, features of the ward organisational 
environment. The study population therefore comprises all nurses of grade C and above 
working on adult acute wards. Unqualified staff (grades A and B), students and other 
temporary members of staff were excluded, although there is some evidence that nursing 
auxiliaries share similar views of the social and physical environments of wards and their 
effects on autonomy with then* qualified colleagues (Thomas, 1992).
Permanent night staff were excluded on the basis of findings from the qualitative study 
(see Adams & Bond, 1995b), that they are still often managed at hospital, rather than ward 
level, and frequently organise care in different ways and have different opinions and 
perceptions of their work environment to day staff. Ward sisters and charge nurses were 
included, so that their perceptions of autonomy and influence and those of more junior nurses 
could be compared. In particular it was expected that there would be a marked difference in 
the amount of influence the two groups of nurses perceived themselves to have.
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The aim of draft questionnaire development was to devise items which would measure 
the main themes identified in the qualitative study, and which would discriminate between 
wards. Two separate questionnaires were developed to collect two types of data: a ward 
profile to collect objective, factual information about ward characteristics, resources and 
practices; and a nurses' opinion questionnaire (NOQ), to collect attitudinal information about 
nurses' perceptions of different phenomena. The two types of data allow analysis of the 
relationship between nurses' perceptions of autonomy and influence and ward resources and 
practices; and also analysis of the relationship between perceptions of influence and 
autonomy and nurses' opinions about different aspects of ward organisation and professional 
practice.
4.2b Nurses' Opinion Questionnaire
Questionnaire items for the Nurses' Opinion Questionnaire (NOQ) were derived from 
concepts identified from the qualitative interview data, supplemented by insights from the 
literature review. The data did not support the development of an autonomy scale in the first 
instance. The concept of nurses' influence appeared to be more significant within the context 
of nurses' views about ward organisational practice.
The questionnaire was designed for self-completion. It was recognised that the quality of 
data obtained and the response rate may be lower compared to data collected in face to face 
interviews, but this was the most feasible method of collecting data from a nationally 
representative sample of nurses working in acute hospital wards throughout England, given 
the available funds and research staff. A large pool of Likert-type items was tested with the 
objective of retaining those which scaled and discarding redundant items. Items were 
presented in the form of statements, with which nurses could either agree or disagree. Likert- 
type response options were offered so that strength of feeling could be indicated. Items were 
presented as a mix of positive and negative statements, in order to avoid 'response sets'. A 
decision was made to use a four point rather than a five point response range, so that nurses 
would have to either agree or disagree with items, and not have the option of a neutral mid­
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point. The questionnaire was divided into six sections, corresponding to the following 
headings.
The Physical Environment of the Ward (Section A)
Professional Practice (Section B)
Ward Leadership (Section C)
Inter-professional Relationships (Section D)
Relationships with Ward Nursing Colleagues (Section D)
Control and Discretion Issues (Section E)
The section related to Control and Discretion Issues was further divided into subsections, 
to accommodate conceptually discrete areas arising from the qualitative data: influence over 
timing of ward and patient events, influence over resources, influence over ward 
management, influence over working conditions and influence over nursing practice.
During pre-pilot work, draft questionnaires were extensively tested with both a subset of 
the sample of nurses who took part in the qualitative study, and among all nurses in two 
wards of a different hospital which had not previously been involved (see Table 4.1). 
Willing nurses who had been particularly helpful at an earlier stage, were approached again 
and asked to act as a professional panel. Interviews were conducted after parts of the 
questionnaires were completed, and reactions were gauged to the wording of items, the 
appropriateness of terminology, the relevance of items and to assess that the questions 
covered the full range of appropriate elements of concepts. Reactions to different ranges of 
response options were also assessed as was the grouping of items. Amendments were made, 
and re-testing took place. In this way, draft questionnaires were continually refined and field 
tested.
A section of questions relating to nurses' job satisfaction was added as well as questions 
about socio-demographic details: clinical grade, length of ward service, length of nursing 
career, educational background and specialist nursing qualifications. The pre-pilot study was
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conducted in order to test the capacity of questionnaires to elicit the desired information, 
nurses' willingness to complete the questionnaire and to test the proposed administration 
system for the main study.
4.2c Ward Profiles
Ward profiles (WP) were developed in a format suited to the factual rather than opinion 
nature of the information sought. They were administered either to the ward sister, charge 
nurse or a deputy. Only one profile per ward was completed. Respondents were offered a 
range of pre-coded response options to closed questions. Early developmental work 
indicated that the design of the Ward Profile would be problematic compared to the NOQ. 
Wards organise care in highly individual ways, and change under different staffing 
conditions, so it is difficult to produce a self-completion questionnaire which adequately 
captures such diversity. As a result, it was decided to administer self-completion Ward 
Profiles and follow up with an inteiview for the pilot study. Research staff were therefore on 
hand to discuss issues, clarify points and collect nurses' reactions to the profiles. A response 
rate of 11% was achieved (see Table 4.3).
4.3 Stage HI: Pilot Study
4.3a Sample
Convenience governed the choice of sample for the pilot study. Some of the hospitals 
approached had been involved in the qualitative work and been particularly supportive and 
enthusiastic about involvement in the research. Updated information about the scope, aims 
and development of the work was sent to the appropriate contact person, and nurse managers 
nominated wards to take part. Care was taken to select wards where not more than one or 
two nurses previously had been interviewed.
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Table 4.1 Numbers of hospitals and wards participating in the pre-pilot and pilot studies
Questionnaire Stage II: Pre-pilot Study Stage III: Pilot Study
No. of hospitals No. of wards No. of hospitals No. of wards
NOQ 9 29 5 22
Ward Profiles 9 29 5 22
In the pilot study, questionnaires were distributed to 324 nurses working on 22 wards in 
five different hospitals or hospital trusts: three in the south of England and two in the north 
(see Table 4.1). The aim was to generate a sample large enough to replicate many of the 
important features of the proposed main study sample. Firstly, a good geographical spread of 
wards throughout the country was sought. Hospitals were drawn from three different 
Regional Health Authorities: two in the south and one in the north. Secondly, it was 
considered important to include sufficient wards in each sample hospital to examine the 
distribution of scores and the prevailing ethos of care within each. This was achieved in the 
three hospitals in the south, where between 5 and 7 wards were sampled per hospital. 
Thirdly, data were collected from the whole ward day staff nursing team of grades C and 
above in each sample ward. Information was collected from sisters and charge nurses using a 
modified form of the Nurses Opinion Questionnaire (NOQ), which omitted the 'Ward 
Leadership' section, but which was otherwise identical: this was the Ward Leaders' 
Questionnaire (WLQ).
4.3b Methods o f Data Collection and Response Rates
In order to enhance the main study response rate, the pilot study was used to assess the 
effectiveness of two different data collection methods. Hospitals in the south of England had 
more direct personal contact with research staff, who delivered and collected questionnaires 
in person; while data was collected from those in the north by postal survey. Feedback 
sessions were arranged for nurses in the south, so that problems associated with questionnaire 
completion could be raised. These sessions represented an important additional round of data 
collection, and an opportunity to validate the pilot questionnaire.
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Response rates for the pilot study were relatively high. Overall 68% of nurses’ and ward 
leaders' questionnaires were returned. Ward sisters and charge nurses responded more 
positively to the personal approach; a 75% response rate was achieved using this method of 
questionnaire administration, compared with a 40% response rate for the postal survey. The 
opposite was apparent amongst more junior grades of nurses however. A 75% response rate 
was achieved by the postal survey, compared to 67% response where there was greater 
personal contact with research staff. This difference was not significant at the p<0.05 level 
however. Table 4.2 presents the comparative response rates for the two different methods of 
questionnaire administration.
While sisters and charge nurses may respond positively to personal contact with research 
staff, the results suggest that this has little effect upon the response of other ward nurses. 
This was contrary to expectations; it was believed that sisters and charge nurses would play 
an important 'gate-keeping' role vis-ci-vis staff on their ward's participation in the study. If 
the co-operation of the sister or charge nurse could be secured by personal visits, it was 
expected that there would be a correspondingly high response from the rest of the nurses on 
the ward. On the basis of findings to the contrary, and savings to be made in research costs, 
it was decided to collect data for the main study by means of postal survey.
Table 4.2 Comparative pilot study response rates for the NOQ and WLQ
Personal Administration Postal Administration
N = Sent Returned % Sent Returned %
NOQ 163 109 67 36 27 75
WLQ 20 15 75 5 2 40
Table 4.3 Response rate for pilot study of ward profiles (all personal administration)
Number of wards Ward Profiles Completed % Response
22 17 77
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4.3c Q uestionnaire R e fin em en t
Nurses' Opinion Questionnaire
A further period of questionnaire refinement took place following the pilot study. The 
spread of item scores was assessed by a study of the frequencies of item responses. Items 
where less than 5% of nurses either agreed or disagreed with an item, were removed. Many 
items in the 'Ward Leadership' section in particular fell into this category. It was clear that 
nurses are very loyal to then* ward sisters and charge nurses and loath to say anything 
negative about them. Many items with a high 'social desirability' factor were identified and 
removed in this way. Where it was considered important to retain measures of underlying 
concepts, the wording of rejected items was amended in accordance with the feedback 
obtained from nurses. The original pool of 222 items was reduced to 205 items prior to the 
main study (see Appendix B for main study NOQ).
Ward Profile
Subsequent revisions to the Ward Profile were made following the pilot study, with the 
inclusion of more open-ended questions in the main study, so that nurses' responses would be 
less constrained. A particular problem encountered with the Ward Profile was that 
information about ward establishments, sickness and absence rates was not always readily to 
hand for sisters and charge nurses, and if they were, they took a long time to collate. It was 
therefore decided that it would be more appropriate to approach the next level of manager or 
the Personnel Department for this information, depending on local circumstances. A separate 
questionnaire, the Managers' Questionnaire (MQ), was therefore developed for the main 
study, to collect ward data about staffing and absence. (See Appendices C and D for the WP 
and MQ).
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4.4 Stage IV: Main Study
4.4a Sample
The main study sample aimed to achieve national representativeness of acute wards in 
general hospitals, and hence reflect the diversity of nursing practice, influence and 
organisational strategies currently employed in England. The aim was to collect data from 
wards in hospitals in at least four different English Regional Health Authorities, to provide a 
reasonable cross-section of the country. Information was collected in mid-1993 from 825 
nurses working in 119 acute hospital wards drawn from seventeen hospitals or hospital trusts 
in seven different Regional Health Authorities (1993 RHA structure), (see Figure 4.1). This 
provided for a thorough investigation of the relationship between nurses' influence and ward 
organisational practice.
Recruitment for the sample was carried out in two different ways. Four Regional Nurse 
Advisers were approached with information about the project, and invited to participate by 
identifying possible hospitals for inclusion in the study. Three out of four Regional Nurse 
Advisers responded positively. The aim was for them to identify one hospital representing 
achievement and progress towards trust status in each of the four waves which have occurred. 
A hypothesis was that hospitals achieving trust status more quickly would have more 
innovative management structures and styles which would be reflected in more innovative 
nursing organisational practice, and more influence exercised by nurses at ward level. 
Twelve hospitals from three Regional Health Authorities were identified in this way. The 
Director of Nursing in each nominated hospital was sent information about the project, and 
expressions of interest were invited. Directors of nine out of the twelve hospitals identified 
by Regional Nurse Advisers agreed to participate. The shortfall of one Region was remedied 
by inviting the participation of hospitals with whom research staff had some prior links. 
These were hospitals which had either shown interest in the project or had a reputation for 
innovation. Eight hospitals or hospital trusts from four additional Regional Health
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Figure 4,1 Main Study Hospital Sites
REGIONAL HEALTH AUTHORITIES
1. Northern
2. Yorkshire
3. Trent
4. East Anglian
5. North W est Thames
6. North East Thames
7. South East Thames
8. South West Thames
9. Wessex
10. Oxford
11. South W estern
12. West M idlands
13. Mersey
14. North W estern
Main Study Hospital Site
Authorities were recruited for the main study sample in this way, so that the desired sample 
size of at least sixteen hospitals was achieved.
A face to face meeting was set up with Directors of Nursing Services (DNS) so that a 
member of the research team could give a full explanation of the implications of participation 
in the study. In particular*, the requirements for the approval of the local ethics committees; 
although it proved unnecessary to obtain their ethical approval at any hospital. A list of acute 
adult general wards in the hospital was obtained at this meeting, from which, as far* as 
possible, between six and eight wards were randomly selected for inclusion in the study. 
This number of wards was considered appropriate to provide sufficient detailed information 
about individual hospital sites, to facilitate examination of hospital level patterns of care 
organisation, as well as ward level analysis. Subsequent visits were requested by four 
hospitals, so that information could be presented directly to nurse managers, and/or sisters 
and charge nurses in the relevant wards. The administration of the survey to the hospital sites 
was split between the two research centres involved. Hospital sites administered at the 
southern centre (1) received more visits as a rule. Following initial meetings with the DNS, 
subsequent meetings were usually convened with nurse managers, and sometimes ward staff, 
for selected wards. Hospitals administered by the northern centre (2) only received one visit, 
and grades of staff with whom personal contact was made were more restricted.
4.4b Data Collection
Once individual wards had been identified, names of nurses eligible for inclusion in the 
main study were collected using various means, according to what was most feasible: by 
telephone, post or during personal visits. Despite assurances of confidentiality, nurses were 
often reluctant to divulge names however, and a considerable effort had to be made to obtain 
them. Firstly, nurses needed to be reassured that no individual, ward or hospital would be 
identifiable in any published results. Secondly, they needed to be reassured that feedback 
given to hospital management would be in an aggregated form, so that individual nurses 
could not be identified. It was stressed that names were needed only so that research staff
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could identify non-respondents to be contacted again, and nurses taking part in the second 
administration of the questionnaires for reliability testing.
Questionnaires were distributed by post, with a package addressed to the ward. In this, 
all the eligible nurses on the ward received individually addressed envelopes containing the 
Nurses' Opinion Questionnaire (NOQ), a letter and a freepost return envelope to the centre 
which had primary responsibility for recruiting the hospital. A copy of the Managers' 
Questionnaire (MQ) was sent to ward leaders for information, as well as the Ward Profile 
(WP) and a Ward Leaders’ Questionnaire (WLQ). Each hospital was given a suggested 
return date for questionnaires, after which time postal reminders were sent individually to 
nurses in the south, with second reminders given by telephone. In the north, only telephone 
reminders to the ward were made, rather than to individual nurses.
4.4c Response Rates
The response rate for the southern centre was 66% for the NOQ and WLQ combined, 
compared with 47% achieved by the northern centre. Table 4.4 presents comparative 
response rates achieved by the two research centres and the overall response rate.
Table 4. 4 Main study response rates for the NOQ and WLQ
Administration
Centre
No. of 
Questionnaires 
sent out
No. of replies 
received
Response Rate
Surrey 680 447 66%
Newcastle 819 387 47%
Combined Sib :s 1499 834 57%
Response rates varied between hospitals and grades of staff. The response of nurses not 
in a ward manager/sister position (i.e. clinical grades C to F), ranged from 79% to 48% 
between individual hospital or hospital trust sites (see Appendix E for individual hospital
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response rates). Some of this variability could be readily accounted for by prevailing local 
circumstances e.g. industrial action, or re-location of wards as part of the setting up of a new 
hospital trust. At other hospital sites it is not easy to explain the variation, although poor 
response may be linked to less effective nurse management and a prevailing negative attitude 
towards research and innovation amongst nurses. The response rate within hospitals was 
largely uniform, although there are some instances of wards having uncharacteristically high 
or low response rates.
The response rate of sisters, charge nurses and nurse managers working in hospitals 
administered by the southern centre was both higher, compared to other grades of nurses, and 
more consistent across the range of hospitals sampled. The response rate for the Ward 
Profile (WP) was surprisingly high (90%), given the detailed nature of information sought. 
High levels of response were achieved despite the time pressures on ward sisters and charge 
nurses identified in the qualitative study. It may be that this group of nurses are more attuned 
to 'doing paperwork', or have a strong sense of duty to participate. Alternatively, the 
relevance of the research may be more obvious to higher grades of nurses, especially as they 
were the target group for presentations given by research staff.
Research staff felt that response rates were better where contact had been made lower 
down the nursing hierarchy during hospital visits, particularly with nurses participating in the 
study (see Table 4.5). However, the data suggests, in common with pilot study data, that 
there is no necessary link between securing a sister or charge nurse's co-operation and 
obtaining a good response from the rest of the ward nurses.
Table 4.5 Response rates for the NOQ by level of staff with whom researchers had 
personal contact
Level of Staff 
Met
No. of 
Hospitals
NOQ
Qs sent out Replies Response Rate
Senior 
Manager only 2 188 83 44%
Senior and/or 
less senior 
managers
8 760 386 51%
Ward staff 7 551 365 66%
These results show that nurses respond best to a personal approach by research staff. 
Making personal contact with ward staff prior to questionnaire distribution, and in the earlier 
stages of qualitative and pre-pilot work, was clearly important. The response rates in Table
4.5 demonstrate that where nurses are given a personal explanation about the aims and 
objectives of research, they are more likely to participate.
As in the qualitative study, nurses taking part in both the pilot and main studies were very 
concerned about the issue of confidentiality. Many were worried about any future effects of 
their involvement in the study, particularly in relation to job security. One identified source 
of anxiety was a spate of recent redundancies following individual performance review in 
some hospitals, particularly amongst ward sisters and charge nurses. For this reason, some 
nurses refused to complete the ward leadership section. Others had experienced a previous 
breach of confidentiality on the part of research staff in a local, unrelated project, which had 
resulted in nurses losing their jobs. Despite continued reassurance of confidentiality, six 
nurses still took care to obliterate their identification numbers, twenty omitted to fill in parts 
of Section G of the NOQ asking for socio-demographic details which might identify them, 
and two tore off the back page of the questionnaire altogether.
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4.5 Summary of Stages I to IV of the Research
This chapter has described the first four stages of the study methods employed: the 
development process of a self-completion questionnaire (NOQ), derived from findings of an 
extensive qualitative study, and the testing procedure at both the pre-pilot and pilot stages. 
This represents a rigorous and thorough approach to the development of scales to measure 
nurses' perceptions of influence, alongside other measures of features of the ward 
organisational environment. In addition, the development of two other self-completion 
questionnaires: the Ward Profile (WP) and the Managers' Questionnaire (MQ) has been 
described. These were designed to collect information about ward resources, organisational 
practices and nursing systems of care delivery; thus complementing information obtained 
using the NOQ. The objective ward data and that relating to nurses' perceptions will enable a 
sophisticated analysis to be made of relationships between influence, ward organisational 
features and nurses' perceptions of the environment in which care is provided for patients.
Data collected with the NOQ and the WLQ in the main study were entered into an 
SPSS/PC+ data entry file and used for scale development. This process is described in the 
next chapter.
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C H A PT E R  F IV E
THE DEVELOPMENT OF INFLUENCE AND AUTONOMY SCALES
After an examination of responses to individual questionnaire items, scale development 
proceeded. The first step in constructing valid and reliable scales was to test the a priori 
grouping of influence items within questionnaire subsections, developed from the literature 
review and the conceptual framework for the qualitative study. Exploratory factor analysis 
was used for this purpose. The second step was to create multi-item scales based upon 
significant factors extracted during factor analysis. The third step was to examine inter-item 
correlations for items within scales. Finally, the psychometric properties of scales were 
tested, to establish internal consistency and reliability.
5.1 Individual Item Analysis
Before transforming the data in any way, a careful study of item frequencies was made. 
In particular, missing data and the spread of item responses was examined. Missing data 
could substantially reduce the number of cases available for subsequent procedures, and 
introduce bias into the results. Examination of the frequencies of all influence items in both 
the NOQ and the WLQ revealed low levels of missing data, with no significant patterns to it. 
Missing data for all NOQ and WLQ items was below 3%.
During scale construction, missing data was handled by substituting the mean scale score 
for the appropriate clinical grade, since clinical grade was significantly related to most scale 
scores as discussed in Chapters Seven and Eight.
A limited spread of responses suggests that items do not discriminate between individual 
nurses, and have little value in the scale development procedure. Responses to influence 
items in the NOQ and the WLQ demonstrated a good spread across the range of options.
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5.2 Factor Analysis
Factor analysis of all the influence items (Section E of the NOQ, Appendix B) was 
undertaken in a single analysis, using maximum likelihood exfraction. Factor analysis was 
conducted using the influence items in isolation, and also systematically mixing them with 
items from all other sections of the NOQ and WLQ. Both methods produced the same 
influence factor structures.
The aim of factor analysis was to identify significant factors existing within the data. 
Factors were therefore scrutinised at several stages of extraction. Firstly, the unrotated 
solutions were examined. Only factors identified with two or more items correlated at 0.3 
level or above in the unrotated solution were retained for further analysis (Comrey's common 
factor rule, 1973). Factor rotations were then used to clarify factor analyses. Common factor 
solutions were achieved with the influence items when using both orthogonal and oblique 
rotations; thus confirming the robustness of solutions. The two rotations produced different 
factor loadings for individual items however. The best factor solution was deemed to be that 
achieved using orthogonal rotation, as it offered the most distinctive and easily interpretable 
item groupings.
The significance of rotated factors was further assessed by the size of the eigenvalues. 
Where identified factors failed to achieve an eigenvalue of 1 or above (Guttman's weakest 
lower bound, 1953), reduced criteria were specified until all factor solutions comprised 
factors with an eigenvalue of 1 or above. See Table 5.1 for a statistical summary of factor 
analyses for the influence section of the questionnaire (Section E). (See Appendix F for 
factor loadings of individual influence items).
In order to determine the most appropriate sample from which factors should be 
extracted, the analysis was conducted both including and excluding the ward leaders' data. 
Very different factor structures emerged. That derived from nurses of clinical grades C to F,
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who were not in a leadership position, comprised a number of significant factors which bore 
a close resemblance to the a priori grouping of items. That derived from all nurses, including 
ward leaders, consisted of less significant, 'weak' factor groupings. This suggests that ward 
leaders systematically perceive themselves to have more influence than other nurses over 
people, resources and events. This confirms the expectations of earlier conceptual work. A 
decision was made to base the extraction of all factors and subsequent scale development 
upon data related to all ward nurses of clinical grades C to F (N=715); excluding ward 
leaders.
5.3 Scale Testing
Items identified by factor analysis as being factors were grouped together as scales, and 
tested for internal consistency and reliability using Cronbach's alpha. The aim was to 
produce a parsimonious set of scales with an optimal trade-off between scale brevity and a 
high Cronbach's alpha score.
A process of backwards elimination was used, removing items one by one which had the 
least impact on Cronbach's alpha. All inter-item correlations within scales were scrutinised, 
as high inter-item correlations suggest that items are measuring almost the same thing, and 
therefore artificially inflate Cronbach's alpha. The results of testing revealed that all inter­
item correlations within scales achieved a significance level of p<0.001, but where a 
correlation of 0.65 or above existed between two items, one was discarded. The choice of 
item to discard was based upon the impact on Cronbach's alpha for the scale when the item 
was removed. The item having the least impact was discarded. The results of scale testing of 
the influence items are presented below in Table 5.2. The final version of the scales which 
are used in analyses in subsequent chapters is given in Table 5.2.
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5.4 Developing Scales to Measure Nurses' Influence
Table 5.1 Summary of factor analysis of items related to influence
Question­
naire Section
Factor
Rotation
Name 
of Factor
Relevant 
Question­
naire Items
Eigen
value
%
Variance
Explained
E: Influence 
over..
Orthogonal
(Varimax)
Ward
Management
WM7, 
WM4, NP1, 
WC1, NP2, 
WM5, 
WM6, 
WM3, WC2, 
R4, R9, E8, 
WC4, WM1, 
WM2, R8, 
WC5, WC7, 
RIO, R3, 
WC6, WC3, 
E2, E9
12.06 28.7
Timing of 
Ward and 
Patient Events
E4, E5, E7, 
E3, E6, E l, 
E12, E13, 
E l l ,  E10
2.19 5.2
Financial and 
Human 
Resources
R5, R6, R7, 
R1,R2
2.25 5.4
Discharge
Planning
NP5, NP4, 
NP3
1.22 2.9
Four significant factors were identified from the items in the questionnaire related to the 
amount of influence nurses have at ward level. The most important factor, with the largest 
eigenvalue, is 'influence over ward management' (see Table 5.1). This is related to nurses' 
ability to influence ward management and administrative procedures, resources such as 
additional temporary staff and nursing time, and a wide range of process elements of nursing 
work. Secondly, there is a factor related to nurses' 'influence over the timing of ward and 
patient events'. The third factor is related to nurses' 'influence over ward human and financial 
resources', and the fourth to nurses’ 'influence over discharge planning'.
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Table 5.2 Summary of testing of influence items and scales
Name of Scale Original Scale Dropped No. of Items Cronbach's
Questionnaire Questionnaire Retained Alpha
Items Items
Ward WM7, WM4, E8, E2, E9 21 0.90
Management NP1, WC1, WC3 20 0.91
NP2, WM5, WC6 19 0.91
WM6, WM3, WC5 18 0.91
WC2, R4, R9, WC4 17 0.91
WC4.WM1, WC7 16 0.91
WM2, R8, RIO 15 0.91
WC5, WC7, WM2 14 0.91
RIO, R3, WC6, WC2 13 0.90
WC3, E8, E2, WM1 12 0.90
E9 R8 11 0.90
R3 10 0.90*
WM6 9 0.89
Final Scale WM7 Convening meetings with your ward nursing colleagues
Questionnaire WM4 Making changes in ward management and
Items administrative procedures
NP1 Making changes in ward clinical nursing practice
WC1 Changing routine shift times (e.g.: to suit ward
workload/nurses' personal commitments)
NP2 Changing the design of nursing documentation
WM5 Controlling the amount of paperwork nurses on the
ward have to complete
WM6 Controlling the quality of ward support services (e.g.:
domestics, portering, catering)
WM3 Deciding who is 'in charge' of the ward
R4 Getting additional temporary nurses for the ward on a
daily basis (i.e.: bank, agency 01* borrowed!)
R9 Ward visiting times
continued overleaf
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Table 5.2 (continued) Summary of testing of influence items and scales
Name of Scale Original Scale 
Questionnaire 
Items
Dropped
Questionnaire
Items
No. of Items 
Retained
Cronbach’s
Alpha
Timing of 
Ward and 
Patient 
Events
E4, E5, E7, E3, 
E6, E l, E12, 
E10, E l l ,  E13
E13 9 0.85*
Final Scale 
Questionnaire 
Items
E4 Othe 
E5 Othe 
(e.g.:
E7 Othe 
x-ray
E6 Ware 
repai
E12 Deli\ 
E10 Ware 
E l l  Porte 
E3 Patie 
E l Ware
l* health care professionals' visits to your ward 
r types of therapy that are carried out on your ward 
physiotherapy)
r procedures carried out on your ward (e.g.: taking 
s, lumbar punctures etc.)
[ maintenance (e.g.: plumbing, and electrical 
rs)
series of sterile equipment to the ward 
i cleaning by domestic staff 
rs1 arrival on the ward
nt investigations in other hospital departments 
rounds
Financial and 
Human 
Resources
(R5, R6), R7, 
R l, R2
0 5 0.81*
Final Scale 
Questionnaire 
items
{R5 Recruiting nursing auxiliaries and healt 
for the ward
{R6 Recruiting permanent nurses for the wa 
R7 Deciding the skill mix for the ward esta 
R l Setting the ward budget 
R2 Identifying priorities for spending the v
h care assistants 
rd
blishment 
/ard budget
* = suggested scale cut-off point
Ten items appeal's to be the optimal length for the ’influence over ward management1 
scale. More items make very little difference to the Cronbach's alpha score. Item E8 was 
discarded before scale testing as it was highly correlated with several other items within the 
scale.
Nine items is the suggested scale length for the 'influence over the timing of ward and 
patient events' scale. These items achieve a high alpha score and good coverage of a variety 
of ward and patient events. E l3 (linen deliveries) was excluded before scale testing as it is 
highly correlated (0.77) with E12 (deliveries of sterile equipment to the ward).
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Items R5 and R6 in the 'influence over ward human and financial resources' scale are 
highly inter-correlated (0.73). They appeal* bracketed together in Table 5.2, as it is suggested 
that they should be collapsed into a single item: 'recruiting permanent staff for the ward' in 
the final version of the scales (see Appendix G).
All three items comprising the scale generated from the 'influence over discharge 
planning' factor identified in factor analysis (see Table 5.1) were highly inter-correlated (i.e. 
> 0.72). While it is acknowledged that discharge planning is an important nursing function, 
the factor was dropped from the scale development procedure, as it did not meet the specified 
criteria outlined in Section 5.3. The possibility of selecting a single item related to nurses' 
influence over discharge planning for use in subsequent analyses was considered, but rejected 
because a single item was considered to provide an inadequate measure of the discharge 
planning process. The final stage in the scale development procedure: testing for test-retest 
reliability, is discussed in section 5.6.
5.5 Developing A Scale to Measure Nurses' Autonomy
The development of a scale to measure autonomy was approached by a different method. 
Autonomy was not considered to be an important concept to measure during the Department 
of Health funded study. After the completion of the questionnaire data collection, the 
developing theoretical focus of my PhD, to contrast autonomy and influence, meant that it 
was important to develop an empirical measure of the concept of autonomy from the same 
data set to be used in subsequent analysis.
Using insights gleaned from the literature review in Chapter Two, the NOQ and WLQ 
were scrutinised for items which could be used as indicators of the concept of nurses' 
autonomy. A possible pool of 17 items was drawn from Sections B (Professional Practice), 
D (Professional Relationships), E (Influence) and F (Job Satisfaction). The items related to a 
wide range of issues, all of which were felt .to reflect aspects of autonomy: control over
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practice, decision-making processes, accountability, issues of staff control and subordination, 
innovation in practice, dealing with conflict, respect and responsibility. This alternative 
method of scale development, i.e. 'hand picking' for testing relevant items expected to 
measure a particular concept, is considered to be robust (de Vaus, 1991).
The adequacy of the items for use as indicators of autonomy was assessed using expert 
panels of nurses (Duffield, 1993). The first panel consisted of a convenience sample of 15 
nurses working in higher education, who were presented with the list of 17 items and asked 
to mark them individually with either a tick (V) or a cross (x), depending on whether or not in 
their opinion they measured autonomy. The list of items is presented in Figure 5.1.
Figure 5.1 List of possible autonomy items from NOQ
B4 Nurses get thrown in at the deep end
B7 Decisions are made democratically by nurses on this ward
B17 Nurses live in fear of making mistakes
B20 Nurse managers get VIP treatment on this ward
B21 Nurses stick to a strict ward routine
B23 Nurses allow themselves to be at the beck and call of doctors
D5 We feel able to air our views in disagreements with doctors
D14 Medical staff usually approach the most senior nurse on duty for
information about patients 
D16 Doctors here still expect nurses to run around after them
D18 We have a good understanding with the doctors about our respective
responsibilities
N18 Nurses on this ward show a lot of respect for each other
NP1 Making changes in ward clinical nursing practice
FI I wish this job would allow me to use my initiative more
B6 Nurses try out new approaches to care
F8 My training and skills are not fully utilised on this ward
D ll Medical staff would understand if I refused to carry out treatment of
which I do not approve 
B11 Responsibility for care decisions is delegated to the patient's allocated
nurse
The lists were personally distributed, and an 87% response rate was achieved. The 
second panel of nurses consisted of a convenience sample of 25 senior nurses working in the 
acute NHS sector, and undertaking masters level advanced practitioner courses. A 90% 
response rate was achieved, again by personal administration of the lists of items.
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There was a high degree of consensus amongst the two panels of nurses, and eight items 
were consistently judged to measure autonomy by all the 'expert nurses'. These items were 
tested as a scale using the procedure described in section 5.3, examining inter-item 
correlations, and then using Cronbach's alpha. A Cronbach's alpha score of 0.71 was 
achieved. The eight items comprising the autonomy scale are listed in Figure 5.2.
Figure 5.2 Autonomy scale items
B6 Nurses try out new approaches to care
B7 Decisions are made democratically by nurses on this ward
B ll Responsibility for care decisions is delegated to the patient's allocated
nurse
D5 We feel able to air our views in disagreements with doctors
D ll Medical staff would understand if I refused to carry out treatment of
which I do not approve
D18 We have a good understanding with the doctors about our respective
responsibilities
N18 Nurses on this ward show a lot of respect for each other
NP1 I have influence over making changes in ward clinical nursing practice
A problem associated with developing the autonomy scale by using the alternative 
approach described above, is that the scale contains one item, (NP1), which is also 
contained in the 'influence over ward management' scale, and four items which are 
also contained in three of the other scales developed in the Department of Health 
funded study, which are used in subsequent analyses. These are items B6 and B7 
from the 'professional practice' scale, item D18 from the 'collaboration with medical 
staff scale, and item N18 from the 'cohesion amongst nurses' scale. The effect of the 
degree of overlap was examined by testing the strength of correlation coefficients 
between scales after removing overlapping items from the analysis, and little 
difference in the magnitude of coefficients was observed. The small number of 
overlapping scale items are therefore not considered to distort the findings reported in 
this thesis.
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5.6 Test-Retest Reliability
An important aspect of the scale development procedure was to test the reliability 
of scales. If scales do not perform in a stable manner under a variety of conditions, 
they are of little use (Norusis, 1990; Bynner & Stribley, 1978; de Vaus, 1991), In 
order to test the reliability of scales, a sample of nurses were asked to complete the 
questionnaires (NOQ and WLQ) again at an interval of 2 - 4 weeks after the first 
administration. Second questionnaires were sent out to the first 90 nurses to return 
the original questionnaires, to capitalise on their high motivation. The response rates 
are presented in Table 5.3.
While the notion of stability over time is important, one would not expect 
absolute constancy of scale scores, where a perfect correlation coefficient of 1.0 is 
achieved. While many attitudes are relatively enduring, nurses' views of certain 
aspects of ward life may well have undergone some change during the 2 - 4  weeks 
since the first round of questionnaire administration.
Table 5.3 Response rates for the reliability test round of questionnaire 
administration
Questionnaires Number Sent Number Returned % Response
NOQ and WLQ 90 66 73
The results of the second administration of the NOQ and WLQ were compared with those 
of the first by calculating the correlation coefficient relating to the two sets of influence and 
autonomy scale scores achieved by these nurses. If the scales are to be considered reliable a 
correlation coefficient of at least 0.7 between the two sets of scores should be achieved (de 
Vaus, 1991). The questionnaires used for test-retest reliability were the full versions (see 
Appendix B) and so contained items in addition to those eventually retained in the final 
scales. The results are presented in Table 5.4. Each scale achieved a correlation coefficient 
of 0.7 or above, which suggests that they are reliable.
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Table 5.4 Correlation coefficients related to nurses' scale scores achieved in the 
main study and reliability test round of questionnaire administration
Name of Scale Correlation Coefficient
Influence over Ward Management 0.80
Influence over the Timing of Ward and 
Patient Events
0.71
Influence over Human and Financial 
Resources
0.78
Autonomy 0.75
5.7 Summary
This chapter has described the development of a set of three influence scales and 
an autonomy scale. They are derived from the same dataset, but by using two 
different methods. Influence scale items were derived using factor analysis: with 
testing of the psychometric properties of items grouped together by factor analysis.
The autonomy scale on the other hand was derived at a later stage, by hand-picking 
items believed to reflect autonomy, as depicted in nursing literature. Items 
consistently judged to measure autonomy by panels of 'expert nurses' were then tested 
as a scale, using the same procedure as for the influence scales.
All four scales achieved the specified criteria for a 'good' scale i.e. a Cronbach's alpha 
score of 0.7 or above, and all were shown to be reliable over time using the test-retest 
method. The next chapter presents findings from the qualitative study, while Chapters Seven 
and Bight describe the distribution of nurses' scores on these scales in detail.
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CHAPTER SIX
FACTORS AFFECTING NURSES’ INFLUENCE OVER PRACTICE: 
FINDINGS OF A QUALITATIVE STUDY
Preceding chapters have explored how the concepts of autonomy and influence 
inter-relate in theory, and have highlighted the greater emphasis and value placed on 
achieving autonomy in nursing practice. This chapter however provides empirical 
evidence which suggests that achieving influence and control over nursing work is of 
potentially greater importance to the quality of care provided for patients.
Findings from the qualitative work which underpinned the scale development 
procedure are discussed in this chapter. Data were collected during 1991 and 1992, at 
a time of large scale organisational change within the NHS, following publication of 
the Working For Patients report (DOH, 1989). Against this background, nurses were 
asked to articulate what factors operating at ward level affected their ability to 
provide a good standard of care for patients. Aspects of the ward physical 
environment, ethos of care, quality of leadership, and the quality of multi-disciplinary 
collaboration were all identified as important factors. Perhaps the most pronounced 
finding however, was how disempowered and lacking in control many nurses felt at 
that time, with consequent implications for morale, stress and, ultimately, patient 
care.
The findings presented demonstrate that ward organisational practice, which is 
believed to be a key factor in creating the conditions necessary for autonomous 
practice (Manthey 1980; Ersser & Tutton, 1991), is dependent upon the degree of 
influence nurses are able to exert at higher levels of the hospital organisation. Nurses' 
influence over a wide range of ward resources in particular are identified as affecting 
how nurses go about organising their work.. These include influence over: ward
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budgets, available staff, time usage, bed management, ward design, facilities, 
equipment, services and supplies. Nurses' influence over the ward workload and 
work processes, such as the development of work roles and multi-disciplinary 
collaboration are also shown to affect organisational practice.
6.1 The Ward Budget
Ward budget holding practice provides an example of how nurses can appear to 
be autonomous, yet with very little associated power. Influence over the ward budget 
profoundly affects nurses' ability to control two key aspects of ward life: the physical 
aspects of the ward and the employment of ward nursing staff, which are central to 
the support of organisational practice. Nurses in about half of the sample of wards 
told us they held their own budget, but there is considerable variation in local 
interpretation of the ward budget holding role. We soon learnt that it was more 
fruitful to ask 'how do you hold the ward budget?' rather than 'do you hold the ward 
budget?' For some ward sisters and charge nurses it simply means being given 
quarterly financial statements, with no control over how the money is spent. Others 
have control over a limited number of budget headings, such as nursing salaries. Few 
have control over the entire ward or even nursing budget, and fewer still have any 
input into setting or agreeing the ward budget. There is evidence of a similar 
misalignment between budget holding and having the authority to spend budgets in 
other public services (Keen, 1994).
The lack of nursing input into budget setting is reflected in how nurses perceive 
the adequacy of ward budgets to meet ward needs; another source of anxiety. One 
sister commented:
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"I'm about £20,000 already this year over my budget. I can't recoup 
that anywhere because the workload will never stop, because you can't 
stop them coming through the door".
This was only half-way through the current financial year. No sisters or charge 
nurses interviewed felt that they had sufficient funds available. This is particularly 
true of money earmarked for ward nursing staff. Many sisters and charge nurses 
reported having to settle for a high proportion of less qualified, and hence cheaper 
staff, rather than using up their budget on more expensive, highly qualified, 
experienced nurses whom they felt the ward needed. These findings suggest that 
holding a ward budget ironically gives nurses less control, because they are having to 
spend time administering the budget, which is time taken away from clinical practice; 
yet their identified staffing requirements continue to be unmet. This provides support 
for Sisson's (1994) criticisms of human resource management. He suggests that 
devolving budgets simply means burdening lower level employees with the pressure 
of performing the task, i.e. administering the budget and shouldering the 
responsibility for remaining within it, but this brings no concomitant increase in work 
control for these employees. One such E grade nurse explains how she felt 
discriminated against:
"Within the ITU, I occasionally work on overtime there, because I am 
experienced, I've got a course...but they won't have me on overtime 
because I cost too much. So instead they get an agency person, who 
has probably looked at a ventilator a couple of times and is just making 
up the numbers".
Nurses told us that they often felt that patient care is provided by too few staff, 
who often lack sufficient qualifications or experience. This was considered especially 
the case in certain specialist areas where a. high level of technical and clinical
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expertise is deemed essential for quality care. These findings suggest that the 
operation of nursing systems such as primary nursing, which require sufficient 
numbers of high calibre nurses (Hall et al, 1975; Pearson, 1992; Marram et al, 1974; 
Seai*s & Williams, 1991), will be impossible without nurses having adequate financial 
resources and input into setting ward staffing budgets.
6.2 Ward Staffing
Ward staffing issues are closely linked in nurses' minds to their ability to 
influence the ward budget. The most important ward resource for maintaining a good 
standard of care was considered to be an adequate supply of sufficiently skilled 
nurses. Every nurse interviewed stressed this point. Three key issues had an effect 
upon, or were affected by, staffing at ward level. These were skill mix, predictability 
of numbers of nurses available on a ward, and the continuity of staff providing care 
for specific patients. All grades of nurses perceived themselves to have little 
influence over these issues, and yet each was felt to affect what was possible in terms 
of organisational practice, and ultimately, quality of care, nurses' morale, and nurses' 
autonomy.
6.2a Skill M ix
Our sample told us that ward nursing establishments are currently undergoing 
much change and scrutiny. As more wards become budget holding cost centres, there 
is increased emphasis on 'running a tight ship' and achieving an effective, optimal 
ward establishment. This involves assessment of ward needs in terms of nursing 
skills; which are matched with what is considered to be an appropriate quota of staff 
with appropriate clinical grades to supply the needs. Nurses perceive that staff are 
recruited on the basis of achieving a balance between nursing skills needed and the 
smallest possible outlay of available staff monies. In practice, this means that most
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wards envisage employing more health care assistants rather than nurses in the future. 
Many fears were expressed about this, and the detrimental effects nurses feel it will 
have on patient care. In particular, nurses feel that employing staff with limited 
competencies would be of little help, and would destroy the benefits of recent 
professional patient-centred innovations in nursing organisational practice; signalling 
a return to functional nursing, a system purported to restrict opportunities for 
autonomous practice (Fretwell, 1980). A sister commented:
"that actually starts to look a bit of a production line, when your 
patients are broken up into things that the nurse can do and things that 
the more qualified nurse can do, which undermines the holistic view of 
the patient and it undermines the primary nursing thing".
6.2 b Num bers o f Nurses
A  predictable and constant, adequate supply of sufficiently skilled nurses was 
considered central to the development of innovative ward organisational strategies; 
vehicles for delivering the best possible care to patients, and for enhancing nurse 
autonomy. This was recognised as particularly true of systems such as team and 
primary nursing, where continuity is a key feature, along with individual nurses 
having direct responsibility for caring for particular patients. In practice, nurses often 
found the actual establishment of ward nurses to be very fluid and variable. While 
many wards appeared to have a full staff complement on paper; annual, sickness, 
maternity and study leave often left wards understaffed. Many nurses told us that on 
their wards there was a high staff turnover.
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The headache of such variability in staffing levels was experienced by many 
nurses as a way of life, yet one which was not addressed by management, and one 
which they had little power to change. Deficiencies in numbers have to be made up 
with the deployment of student nurses, bank or agency nurses and nurses transferred 
from other wards. Creative use is also made of health care assistants, nursing 
auxiliaries and ward clerical support staff. This ad hoc system of care organisation, 
driven by pressing service needs, means that at times staff are working beyond the 
formal limits of their job description. This can be confusing for staff. Sometimes 
they are expected to be able to perform at a high level, while at other times they are 
'just a student' or 'just a health care assistant'. One E grade nurse remembers how, as 
a student nurse:
"On one ward you could change an IV bag, on another you couldn't...if 
there were no qualified staff, you got the responsibility. And the next 
day you just couldn't do any of this at all. You couldn't bring a patient 
back from theatre. Good heavens, but you could run the ward the 
night before!"
6.2c Continuity
While numbers of pairs of hands to provide care can often be acquired; skills, 
experience, particular knowledge of patients, and opportunities to develop 
autonomous practice are lost when permanent ward staff are absent. Organisational 
systems which are based on continuity between nurses and patients, break down when 
there are insufficient permanent staff. When faced with taking on additional patients 
for an absent colleague, one F grade primary nurse comments:
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"you have a sense of satisfaction that you know everything intimately 
about your patients, that you just get a slight sense of disillusionment, 
like how on earth can I look after these, how can I begin to know 
everything about this lot as well? I can't, so therefore they're not 
getting as good care as they should".
Nurses' ability to organise care as they would ideally wish, and therefore 
to create opportunities for autonomous practice, are severely constrained by 
their lack of influence over the setting and spending of ward staffing budgets.
6.3 Nursing Time
Staffing issues are closely linked to the issue of nursing time, as staffing levels are 
a key predictor of nurses' perceptions of available time for care provision. Time is a 
very precious resource to nurses, who told us that there are simply not enough hours 
in the day, or certainly not in nurses' shift times, to complete their allocated or 
perceived work to their satisfaction. One nurse cynically commented that there was 
only time to do "what's needed, without killing patients" or herself.
6.3 a Factors Affecting Nursing Tim e
Nursing time was affected by factors operating at ward level, over which nurses 
perceived they had little control, such as ward staffing, the ward workload and 
hospital paperwork. The nature of nursing work itself also posed difficulties for time 
management, vis-^-vis the unpredictability of acute ward nursing, constant 
interruptions, the volume of nursing documentation and extended nursing roles. 
These were identified by nurses as factors affecting time for care provision, but over 
which they were able to exert more control compared with staffing, workload and 
hospital bureaucracy issues. An overriding difficulty identified by nurses in relation
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to time management, was conflict between their perception of time, and how they 
wished to use it, and the expectations of others; both health service personnel and the 
general public.
6.3b Adapting to Time Pressures
Lack of time was perceived by nurses to have negative effects upon the quality of 
care provided and on nurses' morale; and by extension, their clinical freedom and 
control over practice. However it also inspired nurses to adapt their work patterns to 
make the best use of available time, and there was evidence of the use of strategies 
which wrested some control over ward nursing time. Nurses were working overtime 
(both paid and unpaid), taking paper work home, holding meetings outside work 
hours and missing meal breaks. Nurses therefore appeared to be adopting more 
'professional' time management practices, comparable to those of the medical and 
legal professions, which override their traditional shift working system, and mean that 
nurses are never strictly 'off duty', but constantly 'on call' for their clients. 
'Professional' twenty four hour responsibility for patient care is formalised in the 
primary nursing system (Manthey, 1980). Yet while nurses increasingly give a 
'professional' level of service, adopting the work practises of those who have achieved 
high levels of autonomy, they do so without matching increases in influence, and are 
not compensated by a 'professional' salary.
While nurses' sense of commitment is strong, they realise that these strategies are 
simultaneously damaging to themselves as a professional group, and that they in fact 
reduce the possibility of them achieving either influence or autonomy. They also 
mask the inadequacies of health service resourcing if nurses should be paid an hourly 
rate for the work they do. This recognition was evident in comments such as:
"I never go home on time. But that’s ingrained into nursing in a way," and:
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"We're probably our own worst enemies, because as nurses, we rely on 
other nurses' good nature to stay over for a little bit,...there's thousands 
of hours that nurses are owed in a hospital and if we're overspent now 
(half-way through the financial year), what would it be like if all the 
nurses went home on time?"
Another strategy in evidence which enabled nurses to 'take control' of time usage 
was adaptation of the shift system. While the majority of wards adhere to the 
traditional three shift system, with early, late and night shifts, there was evidence that 
some nurses, both managers and ward nurses, have fried to improve the 'fit' between 
nurses' working hours and ward cover needs. They had identified peaks and troughs 
in the course of the week, and modified nurses' shift times to ensure a balance 
between optimum staff coverage and the best use of staff resources. Evidence was 
found of modification on a shift by shift basis, and also reflected in permanent 
changes to the off duty rosters in some wards. Modified shift times work well 
alongside the employment of part-time staff. While such changes are positive for 
nurses, they again illustrate the tightly circumscribed parameters within which nurses 
work in relation to exercising control over their working conditions. Lack of 
influence over ward staffing and the ward workload prevent them from effecting 
fundamental changes in work hours and ways of working, which would enable nurses 
to organise care in the best possible way to provide maximum patient benefit.
6.3c Specific Demands on Nursing Time
(i) Paperwork
Nurses identified several factors which particularly made demands on their time, 
over which they had little control 'Paperwork' was cited again and again as being far 
too time consuming, and in some cases unnecessary. This embraced paperwork
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associated with hospital administration and also nursing documentation, and was 
particularly a problem on wards which did not have any clerical support staff. With 
audit currently in vogue, the volume of documentation which nurses are expected to 
complete was described as 'overwhelming'. In relation to hospital documentation, one 
sister commented:
"They seem to have books for just about everything. Patients coming 
in, patients going out, patients' letters, doctors' letters, recording of 
pressure sores, recording of districts by summaries...you spend so 
much time just doing paperwork, evaluating care."
There was no evidence that nurses learned from such exercises, but viewed them 
instead as just another routine, another chore, the execution of which they had no 
choice about. In relation to nursing documentation, one would expect nurses to have 
greater ward level autonomy with regard to defining what is required and what can 
realistically be expected of busy nurses, but this was not the case. Many nurses 
described themselves as having to make the stark choice between delivering care or 
documenting it; let alone having the time to evaluate it. A recurrent message was:
"Care plans were not updated. The patient's care was updated, but 
nobody got around to doing the paperwork", and:
"we're supposed to be auditing our care plans...but we just haven't had 
the time to do it. You know if we get the patients back from theatre 
safely, we're quite content at the minute."
One sister suggested that, if you ignore the paperwork, in time it will just go 
away:
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" I tend to leave my paperwork and go on the ward. By the time I get 
round to it, the action date's gone. So it just gets filed in the bin."
The tyranny of updating patient records daily was often perceived of as being 
unrealistic. There was evidence on more innovative wards of nurses behaving 
autonomously in taking steps to rationalise and streamline the amount of nursing 
paperwork generated. Some wards, particularly day surgery wards, had abandoned 
standard hospital forms and developed their own care documentation system, which 
in some cases was used by all disciplines. Nurses perceived themselves to have little 
choice or influence over paperwork generated by the hospital administrative system 
however.
(ii) Extended Nursing Roles
Extended roles, both formal and informal, are perceived of as putting pressure on 
nursing time, and hence affecting ward organisational practice and nurses1 autonomy. 
Formal roles identified were educational responsibilities, such as teaching, 
mentorship and orientation of new staff, which nurses can plan in advance. Informal 
roles identified are where nurses 'plug the gaps' left by shortfalls in other hospital 
services and disciplines, which are unplanned and unpredictable, so that nurses have 
no control over their occurrence.
It is informal responsibilities which 'eat' into nursing time the most, and which are 
a source of much resentment. As the group with most patient contact over twenty 
four hours a day, seven days a week, nurses observe the detrimental effects of 
omissions or poor care co-ordination on the part of other staff. As a consequence, 
they told us that they often end up doing domestic work and portering with a sense of 
resignation. One sister commented wryly:
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"You couldn’t expect to have support services that could be so on the 
ball that the nurses never have to do a non-nursing duty."
A particular bone of contention between nurses and other hospital service 
personnel, such as domestic and portering staff, is that nurses perceive them to have a 
different orientation to their work. Service personnel are more 'legalistic' in their 
approach. They rigidly adhere to a defined list of tasks and set work hours, with little 
flexibility or any notion of service 'beyond the call of duty' to accommodate patient 
needs. Such an approach is seen as inappropriate in a hospital setting and anathema 
to nurses, who therefore end up making good the service gaps of others. This was 
highlighted by one D grade nurse who said:
"if the patient says to you 'my rubbish bag's full, can you give me a 
new one?' You can't say 'oh no, it’s not my job, throw your rubbish on 
the floor for a while.’ "
A major nursing function is co-ordinating patient care. Statements such as 
"nurses have to be all things to all people", and "we seem to be the world's biggest 
organisers for everybody else because they don't know how to communicate with 
each other" were very common. Medical staff in particular are still perceived as 
getting nurses running around after them, like handmaidens, making good their 
failures in communication and co-ordination, and searching out information for them. 
One sister gave vent to her anger:
"It's not our job to chase doctors and remind them that they haven't 
taken blood from people prior to going to theatre, which I can spend an 
awful lot of my shift doing...then the anaesthetist comes and..passes it 
back to me to do it, instead of chasing it himself and disappears off the 
ward...They don’t hand over their patients if they've been on over
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night..so you've then got to go through it all again. More time wasted, 
which is again our resources going."
These findings suggest that there is room for improvement in the quality and 
organisation of services provided by other health care professionals and hospital 
support staff. Current shortfalls undermine nurses' ability to organise care as they 
would ideally like it to be, and compromise the quality of care provided for patients 
and nurses' morale. While the data suggest that this is an area in which nurses do 
’take control' in order to protect patients, they do so in such a way as to mask existing 
service problems, and without tackling the appropriate managers. 'Taking control1 in 
this manner ensures that patients do not experience deficiencies in care, but it leaves 
nurses with less time to perform their own work, and it signals acquiescence to other 
disciplines, who continue to view nurses as their 'handmaidens'. Such a situation 
undermines nurses' opportunities for enhancing their clinical autonomy.
(iii) Dealing with Interruptions
Linked to their twenty four hour ward presence, and hence knowledge of the 
organisation of patient care and the hospital system, nurses are a continuous source of 
information. They are always in receipt of, and in demand for, information about 
patients. The multi-disciplinary nature of hospital work, the fact that most care or 
ward domestic arrangements have to be mediated by nurses, and nurses' physical 
situation on the boundary of health care provision and the general public, endows 
them with the role of patients' 'gate-keeper'.
However nurses do not view this aspect of their work as an important feature 
intrinsic to their role; instead, they see interruptions as being negative, outside their 
control, and hence compromising their ability to perform what they see as the 'core' 
aspects of their job. This attitude seems to .stem from the fact that dealing with
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interruptions is an invisible form of work, not in line with the current emphasis on 
productivity, and therefore not valued by managers or members of other health care 
disciplines. Short staffed, 'time hungry* nurses who are hard pressed to deliver what 
they consider to be acceptable standards of care, find constant interruptions very 
stressful.
Some nurses are beginning to 'take control' however, and to assert that their 
agenda is equally as important as that of others. We were told of measures being 
taken to ensure that this is recognised. Some nurses have modified ward visiting 
hours, in order to limit interruptions from patients' visitors; and increasingly, ward 
sisters and charge nurses were found to operate appointment systems.
Dealing with interruptions appears to be an inevitable part of nurses' work, so that 
a more positive conceptualisation of this aspect of the work would be beneficial for 
nurses and those with whom they are dealing. In order to facilitate this, there needs to 
be management acknowledgement of the amount of nursing time spent in this way. 
This should be reflected in ward nursing establishments 01* other steps taken or 
resources made available if nurses are not to take on the co-ordination, networking 
and information giving that makes hospitals function. Such measures would reduce 
nurses' anxiety and increase their sense of control over how they use their time.
6.3d Time and Ward Organisational Systems
While connections made in the data between time usage and care organisation 
were largely implicit; some nurses made overt connections between time and 
operating particular systems of nursing. Time is finite, but nurses perceive that 
planning to use it and structuring it in different ways, affects the amount of time they 
have available for providing care. The use of different discrete modes of care 
organisation were perceived to affect nurses' available time in this way. Approaches
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with more devolved responsibility, such as primary and team nursing, take much of 
the pressure out of the traditional ’nurse in charge1 role. Ward administration and co­
ordinating patient care is shared rather than focused solely upon one nurse, so that 
interruptions and the processing of information is similarly shared. Nurses report that 
nursing time is used more efficiently in these systems, as the same nurses are both co­
ordinating care and involved in direct care delivery. This means that they have a 
more immediate and detailed knowledge of their patients, and do not have to waste 
time searching for information, or worse still working in ignorance. By contrast, 
many nurses feel that with functional nursing, much time is wasted in performing 
ritualistic tasks.
6.4 Ward Workload
The effects of the ward workload on care organisation was a recurrent theme in 
the data. It is a phenomenon over which nurses perceive they have little control, and 
as such is a source of anxiety. To a certain extent, ward workload is driven by the 
nature of acute care. Patients' conditions can change rapidly, so that moment by 
moment nursing work can be unpredictable. This is a fact of life for nurses, which 
cannot be planned for or controlled by anyone. Nurses can only make contingency 
plans.
There are however many other phenomena which drive the ward workload, which 
are controlled by others, who take little account of available nursing resources. 
Increasingly it is hospital managers who dictate the pace of ward nursing work. 
During the data collection period there was much ’waiting list initiative’ work 
underway. This involved considerable consultation between management and 
medical staff, but little account was taken of the nurse's point of view:
116
"we were told that there was waiting list initiative money, we were told 
that the theatre day was going to be changed, we were told what days 
they are going to do these things and yet they haven't come to us and 
said 'well look, have you got the staff to look after these patients?'"
One nurse was anxious that the current emphasis on productivity and consumer 
service put lives at risk:
"if you haven't got the nurses..you shouldn't be doing the 
operations..what do you tell someone, with this Patient Charter coming 
out especially? You want to cancel people on the day of operation, 
what are you supposed to do?"
The purchaser/provider split in health care provision increases the unpredictability 
and also the potential stress factor for nurses. One senior nurse manager commented:
"other hospitals can ask us to do a certain caseload for them through 
our facilities here. To general managers that's money in front of (their) 
eyes. To me, it's horrendously bleeding nurses who just cannot cope 
any more."
The medical and management agendas for meeting targets have top priority in the 
management of waiting lists and emergency admissions. The nursing agenda is 
profoundly affected by it, but rarely considered. It is striking how little negotiation 
there is between medical and nursing staff on this issue. On the whole, nurses felt 
that they were endlessly accommodating and accept heavy, often unrealistic 
workloads. Their coping strategies are defensive rather than proactive, and there is 
much bitter complaint behind the scenes. One sister explained nurses' sense of 
powerlessness and why they are afraid to speak out about their difficulties:
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"nurses are worried that if they say 'no, we need more help, we need 
this1, more wards will be closed and their jobs are at risk...and it's a 
reality because it's happened here, so you tend to just get on with it."
6.5 Bed Management
Many nurses report a mismatch between the number of available beds and the 
ward workload, which they perceive to have detrimental effects upon care. Bed 
management was felt to affect continuity and quality of care for patients, as well as 
significantly affecting nurses' working lives. Links were made between bed 
management and levels of nurse stress, usage of nursing time, nursing innovation and 
the quality of multi-disciplinary teamwork, and nurses' autonomy.
Nurses are very conscious of poor bed utilisation practices and control strategies 
on the part of medical staff. Poor bed management puts pressure on nurses, who are 
often delivering care to patients with a wide range of medical conditions, whose needs 
are difficult to meet in the acute ward setting. On some wards where bed occupancy 
is kept to a maximum, 'doubling up' with casualty trolleys and chairs is practised to 
provide temporary patient accommodation until an acute bed is available. This is 
obviously a far from perfect care situation for patients or work situation for nurses.
One group of patients for whom nurses have a particular concern are those known 
as 'boarders' or 'outlying patients'. They are patients admitted often as an emergency, 
onto wards in which their admitting consultant does not officially have any beds. 
Nurses have no influence over the admission of these patients, and this often means 
that they are initially cared for on wards not best suited to their needs. Necessary 
equipment, specialist nursing skills and medical supervision are not always readily at 
hand, with the result that appropriate care may be delayed and fragmented. This is a 
stressful situation for nurses too; further compounded by the fact that under such
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conditions, it is notoriously difficult to get medical staff to visit their patients. When 
they do, problems often ensue:
"because you don't know the procedure...the doctors come down and 
shout at you because you aren't doing what you're supposed to be 
doing, because up in the surgical block they're used to the nurses just 
doing the normal thing and if we don't do it, they say 'why is this not 
done?' "
Continuity of care for these patients is sorely disrupted, as they are inevitably moved 
at least once, and often more frequently, during their hospital stay. One nurse likened 
their experience to "going on a package tour" of the hospital.
The ability of hospital management to ’close’ beds also poses problems for nurses 
in relation to innovations in practice, amongst other things, and again nurses have 
little influence here. One sister reported:
"We’re treading water as far as nursing developments are concerned.
We would have been doing primary nursing loosely if we hadn't been 
moved twice and hadn't been given two annexes at different times. If 
they hadn't closed the neurology ward and given me neurology. I have 
no knowledge of neurology, I've had to learn about it. There's all sorts 
of things that have happened that have stopped us progressing towards 
refining our delivery of care and actually getting the best possible 
service out of the resources that we have available."
It seems incredible that the senior nurse should have no knowledge of the specific 
diagnostic related needs of patients under her care. It is ironic that while nurses have
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little influence over ward admissions, they often end up having to find beds for 
patients, wasting more precious nursing time:
"this morning, for instance, it's horrendous, because we have a whole 
list of admissions to get in and no beds on our own ward, so I spent..an 
hour frying to find beds everywhere and that's an hour that I was away 
from my patients, leaving an auxiliary nurse...on her own. And it was 
just awful..they were all..first day post-op, all with bladder irrigations 
and you couldn't get down there."
The interminable demand for hospital beds can override clinical concerns, which 
undermines safety and quality of care. The sister on an ophthalmology ward told the 
researchers that she is engaged in a 'running battle' with the hospital admissions 
office; fighting the admission of infected patients to her ward. It is an important 
clinical rule that ophthalmology and infected patients are not to be on the same ward, 
because the danger of introducing infection into eye wounds is too great. Once 
infection is established, it is difficult to treat. Admissions staff are perceived to be 
very unsympathetic to the nurses' concerns:
"you get a silly little man who's jumping up and down in admissions, 
shouting at you to vacate beds and he basically doesn't have a clue 
about what you're up against because you are not just battling with 
patients and doctors, you are actually battling with relatives, 
community, GPs and helping the hospital system. Pius transport to get 
the patients home.."
The need for acute beds can also override social needs and niceties. Nurses find 
that mixed gender wards, and more particularly mixed gender bays, when the bed 
shortage is very acute, can be problematic. Nursing patients under these conditions
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can adversely affect patients' care, and undermines nurses' control over the care they 
provide.
These findings related to some of the pressures nurses face suggest that nursing 
effectiveness could be enhanced in a number of ways. Firstly, by nurses participating 
in consultation with management and medical staff over admissions and the 
structuring of waiting lists. Secondly, by improved bed management practices; and 
finally, by management support in determining and applying admission policies 
related to clinical and social issues e.g. infection control and gender mixing within 
wards. Providing opportunities for nurses to have influence in these decision making 
processes occurring outside the ward, will enhance the quality of practice within 
wards, and create conditions in which nurses will experience greater clinical 
autonomy.
6.6 Ward Design
The design of wards is an area over which nurses may not be expected to have 
much influence, yet almost every nurse interviewed identified the ward design as 
having a major impact on care organisation and quality. Nurses made particular links 
between ward design and communication, safety, and anxiety for both nurses and 
patients. For nurses themselves, ward design was also perceived to affect teamwork 
and the effective usage of nursing time.
Ward layout was also perceived to affect the number of nurses needed to work on 
the ward. On open plan Nightingale wards, nurses feel that fewer staff are needed, 
because of the ease of attracting one another's attention, the ability to share tasks and 
generally to co-ordinate work. Wards laid out in bays do not facilitate this kind of 
open communication and visible appreciation of one another's work needs. These
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findings highlight that it is clearly important to involve nurses in the design of new 
hospitals and wards.
With no control over ward design and very little over which patients are admitted 
to the ward, nurses have to develop ways of working within the 'given' space; or else 
change it. This was an option mentioned by very few nurses. The sister of a 
specialist skin unit was one of the few who decided to 'take control1 of her unsuitable 
work environment. She remembers:
"we weren’t consulted. You have very small cubicles. If you've got a 
patient in there and you're doing a treatment, you have one nurse in 
there and you can't move. So we tore down the partitions, we took the 
ceiling down, because it was practically on top of your heads. The 
first day we pulled it down. The curtains are very light, they get 
covered...It's crude coal tar...stuff, I mean it's like tar from the road. It 
stinks, it stains everything..you've got brown marks on the walls and 
the floor. There's two of the cubicles have windows. The others have 
got fluorescent light. You need to assess somebody's skin in natural 
light and it's very dark in there.."
Ward layout also appears to affect nurses' choice of organisational system. This 
was seldom mentioned as an overt reason, but it was noticeable that wards with 
discrete geographical areas, such as bays, or areas divided by partitions and corridors, 
'naturally' seem to lend themselves to management by discrete groups of nurses. 
There is a higher incidence of team or primary nursing reported on wards with bays; 
whereas on Nightingale wards, patient allocation and some forms of functional 
nursing are more prevalent.
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While ward layout can influence nurses' choice of organisational system, it can 
also undermine it. One E grade nurse recounted how on her ward, most of the 
nursing staff worked in cramped conditions in one bay only for most of the shift. The 
ward had only one bay equipped for acutely ill patients which was situated close to 
the nurses’ station, and each of the nursing teams on the ward was allocated one 
acutely ill patient; hence the concentration of nurses in one area. This situation made 
it difficult to sustain team nursing, and illustrates how on some wards, patient safety, 
surveillance and organisational system can conflict, giving rise to different needs, 
which cannot be easily accommodated within the 'given' ward space.
Ward design and available facilities clearly affect how nurses organise care, yet 
they are aspects of the physical environment which are largely 'given', and as such are 
outside nurses' usual sphere of influence. Similarly, nurses experienced constraints 
on their practice due to budgetary stringency and the availability of equipment and 
ward services and supplies, such as laundry, catering, pharmacy and sterile supplies. 
Whilst seeking to 'take control' of this situation by being careful to conserve and 
carefully steward ward equipment, engaging in fund raising activities for additional 
equipment, and even spending time collecting essential supplies in their own cars; 
nurses lack of influence over equipment budgets and both external contractors and in- 
house suppliers, severely limits their ability to organise care as they would wish and 
therefore restricts the development of opportunities for autonomous practice.
6.7 The Ward Leader's Role
Most nurses interviewed identified the ward leader as the 'linchpin' of ward life 
and care organisation, and perceived links between the team-building skills of the 
ward leader, the cohesion of the ward nursing team, and the quality of care provided 
for patients. Ward leaders were also perceived to be able to create ’space' for 
autonomous practice, which is accessible to all ward nurses, through the exercise of
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influence over the medical profession in particular, and also general management to a 
more limited degree. Yet nurses have little influence over changes currently taking 
place which affect this key role, and have the effect of disempowering ward leaders.
Due to wider changes in the NHS, where emphasis is increasingly placed on 
productivity and consumerism, market forces are having a considerable impact on 
shaping the ward sister or charge nurse's role. Hospital management structures in 
some cases are becoming flatter, and increasingly the middle layers of nurse 
management are disappearing. Sisters and charge nurses told us that they are 
expected to shoulder more responsibility for management and administration, with the 
result that they are increasingly absent from their wards. This causes them to feel 
anxiety.
There is also government and professional pressure to make ward nursing 
structures flatter. With the widespread popularity of more patient-centred modes of 
care organisation, such as primary and team nursing, ward leaders in turn are under 
pressure to devolve much of their responsibility for patients to more junior nurses. 
These changes are in line with changes evident in other public sector organisations, 
where the trend is to more devolved responsibility at the same time as clear 
managerial responsibility at the top of the organisation. Many ward sisters and 
charge nurses are resistant to external pressures for such change. They wish to 
increase their clinical involvement, as this is where their expertise lies, but this is 
difficult with the weight of other responsibilities. Many sisters and charge nurses 
experienced role tension and felt threatened by current changes.
On the other hand, some sisters and charge nurses conceptualised current 
pressures for change and their effects on ward organisational practice in a positive 
light. They felt that both their own clinical autonomy and influence within the 
hospital organisation will be enhanced, as they would be much freer to do the job for
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which they have been trained on wards which efficiently operate more patient-centred 
methods of care organisation, such as primary nursing. One sister who is working 
towards introducing it on her ward said:
"with primary nursing I hope I'll be able to apply my time much more 
effectively and efficiently...I'll have the role as a clinical nurse 
specialist...I'll educate, support, counsel...I'll also represent nursing 
opinion in other areas, when they're developing policies, when they're 
developing standards."
She felt she would be able to concentrate on the work in hand better, and as a 
consequence, be more influential; both at the bedside and on various hospital 
committees. This is in sharp contrast to her current experience:
"at the moment, perhaps you are only half there. Half at the patient's 
bedside, because you are interrupted so many times and you're only 
half at a committee because you're absolutely exhausted and you're 
falling asleep."
Nurses also told us that the sister or charge nurse defines the ward power 
relations; both externally, with management, and internally, with other health care 
professionals. It is not surprising therefore that changes to this role, over which 
nurses have little control, are perceived as worrying. The amount of autonomy or 
influence enjoyed by the ward nursing team is directly linked to the sister or charge 
nurse's ability to negotiate and protect autonomous nursing practice on the ward. If 
they can create this kind of 'space', it becomes part of the ward culture, and is 
available to all the ward nursing team. A sister recalls how she had to negotiate with 
medical staff when she was first appointed:
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"when I first came..doctors were telling me what to put on (wounds) 
and I would...say 'look, hang on, I'll put on whatever I think should go 
on it'...I'd explain to them what my background was...and they'd say 
'oh yes, I suppose..you've had more experience than we would on 
dressing.’ So gradually they've allowed us to have a bit more say as to 
what happens to the patients, rather than them just dictating all the 
time."
Lack of control over profound changes to traditional nursing work roles, 
particularly that of the ward leader, threatens to further undermine nurses' 
influence and autonomy at all levels of the hospital organisation. It also has 
implications for care organisation at ward level. External pressures to create 
more devolved organisational structures, which should promote the 
development of autonomous practice for nurses (Audit Commission, 1991), 
are embraced enthusiastically by some ward leaders, but strongly resisted by 
many. Some ward leaders feared that by devolving their authority and 
responsibility to make decisions about patient care, they would lose the 
influence they currently have vis-a-vis general management and the medical 
profession, which will have the effect of further disempowering more junior 
ward nurses.
6.8 Multi-disciplinary Working relationships
Multi-disciplinary working and the quality of relationships have a significant 
effect on how nurses organise care, the quality of care provided for patients, nurses' 
morale and also autonomy. Nurses told us that good relations have to be worked at 
and built up over time, and they emphasised the importance of creating ward social 
opportunities which included all multi-disciplinary team members. Those who meet 
together socially are regarded as more supportive of one another, show greater respect
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and are more willing to be flexible, taking into account the convenience of others in 
co-ordinating care. Most important of all, where nurses felt that they worked as a 
team, in collaboration; a circumstance which enhances nurses' control and influence 
over their own work practice.
This is important because the quality of relationships which exist between nurses 
and other disciplines are of crucial importance to the success of the way in which 
nurses organise care, and to the amount of influence nurses have. In order for a 
nursing system to operate effectively, there must be a high degree of 'fit' between the 
underlying philosophy of that system and the orientation of other disciplines to 
nurses. Primary and team nursing rely on a broad consultation principle, where other 
disciplines are encouraged to communicate directly with the nurse responsible for 
particular patients. Where social relations are good, and where mutual respect for 
professional development between health care disciplines has been encouraged and 
won, i.e. where nurses have succeeded in gaining informal influence; primary and 
team nursing are facilitated, and continuity of care is more likely to occur. However, 
this kind of broad consultation does not necessarily occur naturally. It has to be 
worked at. It is socially negotiated. Where multi-disciplinary relations are more 
formal, much remedial work has to be done. Nurses have to overcome their awe or 
fear of doctors in particular, who in turn have to be helped over any resistance they 
might offer. Not all doctors wish to co-operate with primary or team nursing:
"I had one doctor say to me, he came from...over the other side...to see 
one of our patients,...we don't have team nursing, and he said it was so 
nice to go into a ward where the sister actually knew all the patients 
and didn't refer him to another nurse."
Again findings highlight the importance of developing influence in the 
context of multi-disciplinary working relationships in order to be able to
127
organise nursing care as desired, and hence to create opportunities for 
enhancing nurses' clinical autonomy.
6.9 Conclusions
The findings from the qualitative study illustrate unequivocally the degree to 
which nurses in the acute sector of the NHS are disempowered, and there was a high 
degree of consistency in nurses' views from across the spectrum of different nursing 
systems employed at ward level, despite beliefs that different systems provide 
different opportunities for autonomous practice. Indeed the findings suggest that 
ward organisational practice is severely constrained by nurses having little or no 
influence over the resources they need to provide care in particular, but also over their 
changing work roles, which are increasingly shaped by market pressures brought to 
bear on the NHS. Lack of influence over setting and spending ward budgets, the 
selection and maintenance of appropriate numbers and calibre of ward nursing staff, 
nursing time, the design of the ward physical environment, bed management practices 
and the ward workload; leave nurses with little opportunity to develop innovative 
organisational practice and improve the quality of care provided for patients.
The data demonstrate positive strategies used by nurses to 'take control' of certain 
resources, particularly nursing time, by adapting nurses' shift times, ward visiting 
hours and by reviewing and streamlining documentation procedures; however these 
strategies are operational at ward level, within very limited spheres of influence, and 
seldom address the root causes of nurses' powerlessness. The data also demonstrate 
that certain 'control' strategies operated by nurses in fact mask management problems 
such as the chronic under-resourcing of wards in terms of staffing, and the poor 
service provision of other disciplines and hospital support services. This is the case 
when nurses work unpaid overtime, and when they 'plug the gaps' in service 
provision, so that patients' experience of care is not fragmented.
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Nursing literature and research findings (e.g. Manthey, 1980; Ersser & Tutton, 
1991) have emphasised the importance of ward organisational practice with regard to 
creating opportunities for nurses to develop autonomous practice. The findings of 
this study suggest that such opportunities cannot be created without first addressing 
the issue of nurses' influence at higher levels of the hospital and health care 
infrastructure. If nurses can achieve budgetary and deployment control over the 
resources they need to carry out their work, and can have a voice in the management 
of ward workloads, admissions policies, bed management practice and future ward 
designs; then conditions conducive to developing autonomous practice will have been 
established. Nurses need to raise their sights and embrace a wider conceptualisation, 
akin to that described by Walby et al (1994) in Chapter Two, of what it is to be 
autonomous.
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CHAPTER SEVEN
The aims of this chapter are threefold. Firstly, to examine the distribution of 
nurses' scores on the three influence scales; which measure nurses' perceptions of 
their influence over ward management, the timing of ward and patient events, and 
influence over ward staffing and financial resources. Secondly, the chapter aims to 
identify inter-relationships between the socio-demographic characteristics of nurses 
and their perceived degree of influence. Finally, the chapter explores relationships 
between nurses' scores on the influence scales and their perceptions of other features 
of the organisational environment of acute hospital wards. Findings from the 
qualitative phase of the research, (Chapter 6), suggest that the quality of ward 
leadership and multi-disciplinary working relationships will be particularly 
associated with the degree of influence of ward nurses.
7.1 Distribution of Influence Scale Scores
The three influence scales provide measures of nurses' influence over a variety of 
aspects of ward life. 'Influence over ward management' contains items which relate 
specifically to nurses’ ability to influence nursing work and how it is carried out. It 
includes influence over clinical practice, work allocation and procurement of 
temporary staffing, convening nursing staff meetings, documentation of care, 
structuring work and visiting hours, changing ward management and administrative 
procedures, and exercising influence over the quality of ward support services, (see 
Table 5.2).
The 'timing of ward and patient events' scale measures nurses' influence over a 
more diffuse aspect of ward life: multi-disciplinary ward working patterns. The
THE NATURE OF NURSES' INFLUENCE
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scale contains indicators of nurses' ability to influence the timing of visits to the 
ward made by personnel from other disciplines, including ward rounds, and the 
timing of therapies and procedures which they conduct on the ward. It also contains 
items on nurses' ability to influence the timing of ward maintenance and other 
services such as domestic and portering, the arrival of ward supplies and also the 
timing of patient procedures and investigations carried out in other hospital 
departments.
'Influence over ward human and financial resources' measures nurses' influence 
over aspects of ward life which have traditionally been the domain of nurse 
managers, but which are increasingly being devolved to ward level as part of the re­
structuring process of the NHS. However, as pointed out in the previous chapter, 
holding the ward staffing budget does not necessarily mean that nurses have the 
authority to spend it as they wish. This scale contains items on nurses' ability to 
influence the ward skill mix policy, the recruitment of permanent members of ward 
nursing staff, setting the ward budget, and identifying priorities for ward spending; 
thereby providing a measure of how much influence nurses have in practice over this 
aspect of ward management.
Given that 'influence over ward management1 measures nurses' influence over 
essential components of nursing work, one would expect nurses to have higher 
scores on this scale compared to the other two. It was expected that nurses will have 
a low score on 'influence over the timing of ward and patient events', because this 
involves co-ordination of the work schedules of a range of other health care 
professionals and hospital service personnel; each with their own agendas and 
priorities, 'influence over ward human and financial resources' will provide an 
interesting 'change measure'. Scores on this scale will provide evidence of the 
degree of empowerment of ward nurses within hospitals with devolved power 
structures, following the removal of layers of middle nurse management.
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Table 7.1 presents the mean item scores and standard deviations (i.e. the mean 
score and standard deviation divided by the number of items in the scale) for the 
national sample of nurses of clinical grades C to F on the three influence scales. The 
scales are scored from 1 to 4, with 1 representing ’no influence' and 4 ’high 
influence'. The figures in Table 7.1 demonstrate that the scores are distributed 
towards the lower end of all three scales, indicating that nurses generally perceive 
themselves to have low levels of influence, even over ward management. Standard 
deviations of the mean demonstrate high levels of variability in nurses' scores 
however, which in the case of ward management and influence over ward human 
and financial resources is > 0.7, indicating that there is a reasonable spread of scores 
over the possible range.
Table 7.1 Distribution of mean scale scores for the national sample of nurses of 
clinical grades C to F
Name of Scale Mean Item Scores Standard Deviation
Influence over Timing of 
Ward and Patient Events
2.1 0.62
Influence over Ward 
Management
2.2 0.79
Influence over Human and 
Financial Resources
1.4 0.71
Figure 7.1 presents the distribution of the sample of nurses' scale scores, for each 
of the three influence scales. For ease of comparison scores are again presented as 
mean item scores. The boxplots demonstrate that over fifty percent of the sample 
have scores at the lower ends of the influence over ward management and influence 
over timing of ward and patient events scales; the boxes represent fifty percent of the 
sample distribution. The plots demonstrate a wide variety of scores for the whole 
sample of nurses on these two scales, illustrated by the 'whiskers' and outliers (see 
boxplot key). The distribution of nurses' scores on these two scales is fairly normal, 
although both distributions demonstrate skew, with scores concentrated at the lower 
end of the scales.
132
M o a n  It  c m S o o r o
trj
133
Figure 
7.1 
Boxplots 
of 
nurses7 perceived 
influence 
on 
three 
dim
ensions 
(m
ean 
item 
scores)
Boxplot key to figure 7.1
values beyond 3 box-lengths 
from upper quartile
0  values beyond 1.5 box-lengths 
from upper quartile
largest observed value tha t is 
not outlier
UPPER QUARTILE
MEDIAN
LOWER QUARTILE
smallest observed value that is 
not outlier
0  values beyond 1.5 box-lengths 
from lower quartile
values beyond 3 box-lengths 
from lower quartile
50% of cases 
have values 
within the box
134
The third boxplot of nurses' scores on the scale measuring nurses' perceptions of 
then* influence over ward human and financial resources presents a rather different 
picture. These scores are distributed with an extreme skew. The median value is at 
the lowest point of possible scale scores, representing no influence over resources, 
with the majority of nurses achieving very low scores. However, there is also a long 
tail of nurses distributed across the range of possible scores, illustrating that while 
most nurses of clinical grades C to F across the country perceive themselves to have 
no influence over human and financial resources for the ward, a small proportion of 
nurses feel themselves to have greater influence. These results indicate that there is 
a gap between the current political rhetoric about devolved ward power structures 
and the reality of most nurses feeling disempowered, particularly with regard to 
influence over ward human and financial resources.
7.2 Association of Influence with Nurses' Characteristics
While it is clear that in general nurses working in acute hospital wards perceive 
themselves to have little influence over most aspects of ward life, there is still 
variation in scale scores. The theoretical framework of the study suggests that the 
following nurses' characteristics may be associated with nurses' perceptions of their 
influence: clinical grade, length of ward service, length of nursing career, age, 
nursing qualifications and educational background. An analysis of variance between 
scale scores and each of these variables was conducted. Due to the extreme positive 
skew in the distribution of nurses' scores on the 'influence over ward human and 
financial resources' scale, these data were transformed in order to achieve a normal 
distribution for the purpose of subsequent analyses, using the natural logarithm of 
scores.
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7.2a Clinical Grade
Table 7.2 shows the distribution of the study sample by clinical grade and the 
mean item scores achieved by nurses of each grade on the three influence scales. 
The table also presents information about the statistical significance of the 
relationships existing between scale scores and clinical grade, and R2 values, which 
indicate the amount of variance within scale scores accounted for by clinical grade. 
The data presented in the table and the variance explained show that clinical grade 
has a significant impact on all three influence scales. In two cases the R2 values 
demonstrate that most of the variation in nurses' perceptions of their influence over 
aspects of ward life can be explained by their clinical grade. It explains 58% of the 
variability in nurses' scores related to influence over ward management, and 62% in 
scores related to influence over ward human and financial resources. These R2 
values are very high compared with what would normally be expected with 
individual level data (Norusis, 1990). Mean item scores demonstrate a consistent 
linear trend: the higher the clinical grade of the nurse, the more influence s/he 
perceives s/he has. While this trend is evident in the data related to influence over 
the timing of ward and patient events, in contrast to the other two scales however, 
clinical grade explains relatively little of the variability in nurses' scores (14%).
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Table 7.2 Mean influence scale item scores by clinical grade
Name of Scale Clinical Grade Anova
Significance
level
R2
Value
C D E F G and 
above
Influence over 
Ward 
management
1.3 1.7 2.1 2.8 3.6 p<.001 0.58
Influence over 
the Timing of 
Ward and 
Patient Events
1.7 1.9 2.1 2.2 2.7 p<.001 0.14
Influence over 
Human and 
Financial 
Resources
1.0 1.2 1.2 1.8 3.0 pc.001 0.62
N=
(%)
37
(4%)
309
(38%)
282
(34%)
93
(11%)
104
(13%)
These results are in line with what would be predicted. In many settings senior 
nurses would be expected to perceive themselves to have more influence over ward 
management and ward resources, compared with 'rank and file' ward nurses. The 
ability to influence the timing of ward and patient events could be viewed as more 
complex however, because it involves negotiation with a wide range of hospital 
personnel, including medical consultants; all with different timetables and agendas, 
and may be affected by hospital organisational policies.
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Table 7.3 Distribution of hospital and ward mean scores on the three influence 
scales
Name of Scale Range of 
Hospital 
Seale 
Means
Range of 
Ward 
Scale 
Means
Explained
Variance
Between
Hospitals
(R2)
Explained 
Variance 
Between 
Wards (R2)
Ratio of 
Between 
Ward and 
Hospital
(R2)
Influence over 
Ward 
Management
1.9-2.5 1.7-2.8 0.10 0.29 2.90
Influence over 
Timing of 
War’d and 
Patient Events
1.9-2.3 1 .6-2 .4 0.03 0.20 6.67
Influence over 
Human and 
Financial 
Resources
1.2- 1.8 1.2- 1.8 0.05 0.25 5.00
N Hospitals^
17
Wards=43
The impact of hospital organisational effects on nurses' influence was examined 
further by looking at the range of mean scores achieved at both hospital and ward 
levels, and conducting analysis of variance of nurses' scores on the three influence 
scales by hospital and ward membership. This analysis was carried out using a 
subset of 43 of the study population of wards, where a good response had been 
obtained; i.e. where at least 8 nurses had responded, who represented a minimum of 
60% of the ward staff sampled. Contrary to expectations, the results suggest that 
more variation in nurses' scores on the 'timing of ward and patient events' scale is 
accounted for by what happens at ward as opposed to hospital level. In Table 7.3 the 
R2 value for this scale denoting variance explained within wards (0.2) is lower than 
that for influence over ward management (0.29) and influence over ward human and 
financial resources (0.25), but is 6.67 times larger than the R2 obtained explaining 
variance between hospitals (0.03). The small amount of variance in the 'timing of 
war’d and patient events' explained by hospital membership is surprising. While 
Table 7.3 demonstrates that more variation in nurses’ scores on the other two 
influence scales is also accounted for by ward as opposed to hospital membership, as
138
would be expected, the ratio between variance explained at the two levels is not so 
high compared with the 'timing of ward and patient events' scale.
Results of analysis of the effects of other variables, such as nurses' age, 
education level and nursing qualifications, consistently demonstrate significant 
variations in nurses' perceptions of influence. However, analysis of variance of these 
variables controlling for the effects of clinical grade demonstrate that the 
associations with other variables are largely the result of the underlying effects of 
clinical grade. Thus clinical grade is the variable which has the most significant, 
systematic effects upon nurses' perceptions of influence on these three dimensions.
Significant independent relationships were demonstrated after controlling for 
clinical grade however, between length of ward service and 'influence over war'd 
management’ (p<.01), between length of war'd service and the timing of war'd and 
patient events (pc.Ol), between length of nursing career and ’influence over war'd 
management’ (pc.Ol), and between length of nursing career and 'influence over ward 
human and financial resources' (p<.05). These findings suggests that in practice, 
length of ward service and experience have 'currency' in terms of influence, and that 
it is something which can be 'earned' over time, regardless of clinical grade. The 
findings of the qualitative study, which highlighted the importance of negotiated 
work roles, and the notion of 'naturally1 evolving allocation practices are in harmony 
with this.
7.3 Relationships Between the Three Influence Scales
Table 7.4 demonstrates that the three influence scales correlate fairly highly with - 
each other, as expected. While the scales measure three distinctive spheres of 
influence, the spheres are inter-linked, and together present a composite picture of 
the amount of influence nurses have over ward life. It seems likely that having and
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gaining influence in one area will have 'knock on' effects in another, and particularly 
so in relation to wards where nurses have high scores on influence over ward 
management. The content of this scale 'overlaps' to a degree with the content of the 
other two, as it contains items which measure elements of influence over resources, 
and influence over personnel and services whose locus of control is external to the 
ward.
Table 7.4 Pearson correlation coefficients (zero order) and partial
correlation coefficients (partial) controlling for clinical grade 
between the influence scales
Name of Scale Influence over 
Ward 
Management
Influence of the 
Timing of Ward 
and Patient 
Events
Zero Partial Zero Partial
Influence over the Timing 
of Ward and Patient Events
0.53** 0.42**
Influence over Ward 
Human and Financial 
Resources
0.78** 0.52** 0.42** 0.25**
** significant at pc.001
Given that clinical grade explains much variance in nurses' scores on the three 
influence scales (see Table 7.2), both zero order and partial correlation coefficients 
controlling for the effects of clinical grade were calculated. Results show that 
clinical grade has an effect on all of the Pearson correlation coefficients obtained; 
witness the magnitude of difference between the zero order and the partial 
correlation coefficients. This is particularly marked in the relationship between 
'influence over ward management' and 'influence over ward human and financial 
resources', where the zero-order correlation of 0.78 is reduced to 0.52 in the partial 
correlations.
The 'overlapping' between 'influence over ward management' and 'influence over 
ward human and financial resources' is particularly high (0.52, partial correlation
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coefficient), demonstrating a strong link between perceived influence over the ward 
budget and staffing and the ability to influence how the ward is run. The partial 
correlation coefficient between 'influence over ward management' and the timing of 
ward and patient events after controlling for clinical grade is also quite high (0,42), 
demonstrating a link between having perceived influence over nursing issues to do 
with the running of the ward and being able to control multi-disciplinary 'traffic' and 
patient procedures carried out in other hospital departments. The partial correlation 
coefficient existing between 'influence over the timing of ward and patient events' 
and 'influence over ward human and financial resources’ is much lower (0.25). 
These two scales measure more distinctive aspects of influence.
7.4 Relationships Between Influence and Nurses’ Perceptions of Other Ward 
Organisational Features
In order to begin to identify relationships between nurses' perceived influence 
and other features of the organisational environment of acute hospital wards, 
correlation coefficients between the three influence scales and scales measuring 
other aspects of ward life were calculated (see Appendix G for other scale items). 
The qualitative phase of the research suggested that the quality of ward leadership 
will be important vis-a-vis the amount of influence nurses have. Findings suggested 
that the ward sister or charge nurse defined ward power relations; both externally, 
with management, and internally, with other health care professionals. The amount 
of autonomy enjoyed by ward nursing staff was found to be directly linked to her/his 
ability to negotiate and influence decisions made by management and other health 
care professionals which affect nursing practice on the ward. The degree of 
collaboration existing between all ward nurses and medical staff was also identified 
as being associated with nursing influence.
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Results of the analyses of relationships between nurses' influence and their 
perceptions of other ward organisational features are discussed in sections 7.4a to 
7.4e below. Table 7.5 provides important background information for these 
analyses. As with the three influence scales, significant associations exist between 
clinical grade and the majority of scale scores measuring nurses' perceptions of other 
features of the ward organisational environment. Table 7.4 presents nurses' mean 
scores on these scales, broken down by clinical grade. However, unlike the case of 
the three influence scales, little variability in scale scores is explained by clinical' 
grade. This suggests that a nurse's clinical grade has little effect upon her/his 
perceptions of most aspects of the ward organisational environment.
7.4a Influence and the Physical Environment o f the Ward
Correlations existing between the three influence scales and scales measuring 
aspects of the ward physical environment are generally low (see Table 7.6). This is 
as expected. The physical environment largely represents 'given' features of ward 
life, which would not be expected to affect nurses' influence to any great degree. 
However a relationship between one particular aspect of influence, the timing of 
ward and patient events, and aspects of the ward physical environment is stronger. 
Correlation coefficients achieved between this scale and those measuring the effects 
of ward layout and ward facilities on care provided, are comparatively high when 
viewed alongside those achieved by other features of the ward organisational 
environment. It would appear that different ward designs provide different 
opportunities for nurses to control multi-disciplinary traffic and the location of 
patient investigations and treatments.
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Table 7.5 Mean scores of scales measuring ward organisational features by 
clinical grade
Name of Scale and 
Section in NOQ
Clinical Grade Anova
Significance
Level
R2
Value
C D E F G and 
above
Section A
Ward Facilities 3.2 3.2 3.2 3.2 3.6 NS -
Staff Organisation 2.6 2.6 2.8 2.8 3.2 p c .001 0.03
Ward Layout 3.5 3.3 3.3 3.2 3.5 NS -
Quality of Ward 
Services
3.5 3.8 3.8 3.8 3.8 NS ”
Section B |
Professional Practice 3.1 3.2 3.2 3.2 3.6 p c .001 0.05
Hierarchical Practice 2.8 2.7 2.5 2.3 2.2 p c .001 0 .1 1
Section C
Team-building Skills 
of the Ward Leader
2.9 2.9 2.9 3.3 “ p c .001 0.04
Section D
Collaboration with 
Medical Staff
2.4 2.7 2.6 2.6 2.8 pc .001 0.02
Collaboration with 
Other Health Care 
Professionals
3.0 3.0 3.1 3.1 3,3 pc .001 0.02
Cohesion of the Ward 
Nurses
2.7 2.7 2.9 3.0 3.4 pc .001 0.05
Section F
Job Satisfaction 2.9 2.9 3.0 3.0 3.3 p c .001 0.03
N = 37
(4%)
309
(38%)
282
(34%)
93
(11%)
104
(13%)
There is little difference between the zero order and partial coefficients obtained 
between influence and the majority of ward physical environment scales, indicating 
that clinical grade has little effect on the relationships identified. Table 7.5 
demonstrates that clinical grade has little significant effect upon nurses' scores on 
three out of the four ward physical environment scales. Appreciable differences are 
evident in the two sets of correlations related to the 'staff organisation' scale 
however, in which nurses evaluate the 'fit' between ward staffing and workload; and
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in these the partial correlations are lower than zero order correlations in Table 7.6. 
Table 7.5 demonstrates that senior nurses tend to evaluate this aspect of ward 
practice more positively than junior staff.
Table 7.6 Relationships between the influence scales and scales measuring 
features of the ward physical environment: zero order and 
partial correlations controlling for clinical grade
Name of Scale Influence over 
Ward 
Management
Influence of the 
Timing of Ward 
and Patient 
Events
Influence over 
Ward Human 
and financial 
Resources
Zero Partial Zero Partial Zero Partial
Ward Facilities 0.1 1 ** 0.13** 0 .20** 0 .2 1 ** 0 .1 1 ** 0.13**
Staff Organisation 0.28** 0 .22** 0.18** 0 .1 2 ** 0.23** 0.14**
Ward Layout ©
 
i—* o -X- 0.18** 0 ,2 1 ** 0.23** 0.07 0 . 1 2 **
Quality of Ward Services 0.06 0 .12 ** 0.19** 0 .20** 0.02 0.05
** significant at pc .001 
* significant at p<.05
7.4b Influence and Professional Nursing Practice
Features of nursing practice measured in the 'professional practice' scale are 
enshrined in formal more innovative nursing systems, such as primary nursing, 
which are believed to facilitate autonomous practice (e.g. Manthey, 1980; Ersser & 
Tutton, 1991). Features of nursing practice measured by the 'hierarchical practice' 
scale on the other hand, characterise attitudes and behaviours associated with more 
traditional systems, such as task orientation or functional nursing. These systems are 
believed to inhibit autonomous nursing practice (e.g. Fretwell, 1980; 1982).
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Table 7.7 Relationships between the influence scales and scales measuring 
professional nursing practice: zero order and partial correlations 
controlling for clinical grade
Name of Scale Influence over 
Ward 
Management
Influence of the 
Timing of Ward 
and Patient 
Events
Influence over 
Ward Human 
and financial 
Resources
Zero Partial Zero Partial Zero Partial
Professional Practice 0.36** 0.35** 0.30** 0.26** 0.29** 0.24**
Hierarchical Practice -0.40** -0.24** -0 .2 1 ** -0 .10 * -0.31** -0 .1 2 **
** significant at pc .001 
* significant at p<.05
Table 7.7 demonstrates that correlations existing between all three influence 
scales and the scale measuring 'professional practice' are relatively high. The strong 
correlation coefficient existing between 'influence over ward management' and 
perceptions of 'professional practice' (0.36), indicates that there is a link between a 
more innovative approach to practice and nurses perceiving they have more control 
over the running of the ward, which is not diminished after controlling for clinical 
grade. Table 7.5 shows that nurses of higher clinical grades achieve systematically 
higher scores on the 'professional practice' scale, yet the differences between the zero 
order and partial correlation coefficients are relatively small. Therefore all grades of 
nurses perceive a link between innovative, reflective practice and influence.
'Hierarchical practice1 on the other hand, appeal’s to have a strong, negative 
correlation with 'influence over ward management' (-0.40). This suggests that the 
more likely nurses are to organise care in this traditional way, where they fulfil the 
role of doctors' handmaiden, the less influence nurses perceive themselves to have 
over ward management. This strong correlation is reduced to -0.24 when controlling 
for the effects of clinical grade. Table 7.5 demonstrates that nurses of lower clinical 
grades have systematically higher scores on the 'hierarchical practice' scale. It is 
these nurses who also perceive themselves to have least influence (see Table 7.2);
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hence the deflation of coefficients when using partial correlations controlling for the 
effects of clinical grade. Nevertheless, the reduced coefficient of -0.24 is larger than 
that achieved between 'influence over ward management' and the majority of scales 
measuring other features of the ward organisational environment. This suggests that 
the approach to nursing measured by the 'hierarchical practice1 scale militates against 
empowering 'rank and file' nurses; 'professional practice’ on the other hand strongly 
supports nurse empowerment.
7.4c Influence and the Team-building Skills o f  the Ward Leader
Findings from the qualitative stage of the research (Chapter 6) suggested that a 
strong association exists between quality of ward leadership and nurses' influence. 
Recurrent themes in the data were the importance of the protective and 
representational functions of the leader with regard to ward staff. 'Standing up for' 
staff concerns in situations of conflict with management and the medical profession 
was viewed as creating 'space' for autonomy and increased influence which would 
subsequently become part of the shared domain of all ward nursing staff: part of the 
ward culture.
The correlation coefficients between influence and the 'team-building skills of 
the ward leader' are modest (see Table 7.8), although compared with other features 
of the ward organisational environment, these skills have a fairly strong impact on 
'influence over ward management' (0 .22 ) and 'influence over ward human and 
financial resources' (0.21) after controlling for clinical grade. It is perhaps surprising 
that the correlations are not higher.
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Table 7.8 Relationships between the influence scales and the scale
measuring team-building skills of the ward leader: zero order 
and partial correlations controlling for clinical grade
Name of Scale Influence over 
Ward 
Management
Influence of the 
Timing of Ward 
and Patient 
Events
Influence over 
Ward Human 
and financial 
Resources
Zero Partial Zero Partial Zero Partial
Team-building Skills of the 
Ward Leader 
* (grades C to F only)
0.25** 0.22** 0.15** 0.13** 0.24** 0 .2 1 **
** significant at p c .001
7.4d Influence and Professional Working Relationships
Correlation coefficients existing between influence and the two scales measuring 
collaboration with medical staff and other health care professionals are low, 
regardless of clinical grade (see Table 7,9). The only exception is that between 
'influence over the timing of ward and patient events' and 'collaboration with medical 
staff (0.22). This indicates that the quality of working relationship with doctors will 
affect nurses' ability to control multi-disciplinary ward 'traffic' and patient 
investigations and treatments, both on and off the ward. Working relationships with 
other health care professionals appear to have no particular effect on nurses' 
influence.
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Table 7,9 Relationships between the influence scales and scales
measuring professional working relationships: zero order and 
partial correlations controlling for clinical grade
Name of Scale Influence over 
Ward 
Management
Influence of the 
Timing of Ward 
and Patient 
Events
Influence over 
Ward Human 
and financial 
Resources
Zero Partial Zero Partial Zero Partial
Collaboration with Medical 
Staff
0.15** 0.13** 0.23** 0 .2 2 ** 0 .1 1 ** 0.06
Collaboration with Other 
Health Care Professionals
0 .2 1 ** 0.17** 0.18** 0.14** 0 . 1 2 ** 0.05
Cohesion Amongst Ward 
Nurses
0.35** 0.30** 0.29** 0.24** 0.30** 0.23**
** significant at pc .001
Relatively high correlation coefficients exist between the cohesiveness of ward 
nurses and the three influence scales however. The magnitude of these coefficients 
is second only to those existing between influence and 'professional practice'. The 
partial correlation between 'influence over ward management' and cohesion is 
particularly high (0.30). One would expect that where nurses share common beliefs 
and purposes and give one another support, they are more likely to speak with one 
voice and thereby exert more influence by virtue of the weight of opinion they 
express. It may be wrong to assume that the relationship between cohesion and 
influence is uni-directional however. It may well be that increased influence leads to 
promotion of team spirit, and not vice versa, as is the case with good performance 
and team spirit. The positive effects of good performance on the promotion of team 
spirit are well documented in the management literature (e.g. Landy, 1989).
There are no overt links identified between cohesion and empowerment in the 
nursing organisation literature however; only implicit ones. Primary nursing is said 
to foster increased collegiality amongst nurses and to promote opportunities for 
increased discussion of nursing problems and issues (McMahon, 1990; Ersser & 
Tutton, 1991), which can be interpreted as aiming to promote ways of working
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characteristic of more 'traditional' professions and a desire to enhance professional 
cohesion. As discussed above, this system of care organisation is also believed to 
promote autonomous practice; but a link between cohesion and autonomy or 
influence has not previously been explicitly made in the literature. The link between 
autonomy and cohesion will be examined in the next chapter.
Table 7.10 Relationships between the influence scales and the scale
measuring job satisfaction: zero order and partial correlations 
controlling for clinical grade
Name of Scale Influence over 
Ward 
Management
Influence of the 
Timing of Ward 
and Patient 
Events
Influence over 
Ward Human 
and Financial 
Resources
Zero Partial Zero Partial Zero Partial
Job Satisfaction 0.26** 0 .2 1 ** 0.23** 0.19** 0 .20** 0.13**
** significant at pc .001
7.4e Influence and Job Satisfaction
A positive relationship between increased autonomy and enhanced job 
satisfaction for nurses and other groups of workers is well documented in the 
literature (e.g. Blenkarn et al, 1988; Sellick et al, 1983; Mead, 1990; Mitchell et al, 
1989; Thomas, 1992; Klein, 1976). Examination of the correlation coefficients 
existing between the three influence scales and nurses' job satisfaction (see Table 
7.10) reveals highly significant, but only modest associations, which are reduced 
only slightly by controlling on clinical grade.
7.5 Conclusions
Nurses' scores on the three scales measuring perceptions of influence suggest 
that nurses have little influence, with scores distributed at the low ends of the scales. 
Scores on the scale measuring nurses' perceptions of influence over ward human and
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financial resources are exceptionally low however, which shows that nurses have 
very low levels of influence over this aspect of ward life.
The analysis demonstrated that clinical grade is the most important independent 
variable in relation to nurses' influence, as strong and significant relationships 
(pc.001) exist between clinical grade and all three scales. Clinical grade explains 
62% and 58% of the variation in nurses1 scores on the ’influence over human and 
financial resources' and 'influence over ward management' scales respectively, and 
14% of variation in scores in the 'influence over timing of ward and patient events' 
scale. However, nurses with longer ward service and a longer nursing career 
perceive themselves to have greater amounts of influence over aspects of ward life, 
after controlling for clinical grade.
Analysis of the relationship between influence and other features of the 
organisational environment in acute hospital wards has revealed that in wards with a 
more innovative approach to nursing practice, nurses perceive themselves to have 
more influence. The opposite is true in wards where practice is more 'old fashioned1 
and traditionally hierarchical. This is in keeping with previous research. A link 
between influence and the cohesiveness of ward nurses has also been found, 
showing that nurses perceive themselves to be more influential when they perceive 
that cohesion exists between ward nursing staff. This link has not explicitly been 
made in nursing literature to date.
The findings related to influence and nurses' job satisfaction are perhaps the most 
surprising. The two concepts were found to have a relatively low degree of 
association; contrary to that reported in nursing literature to exist between autonomy 
and job satisfaction. This will be explored further in the next chapter by examining 
the relationship between job satisfaction and the autonomy scale, and comparing the 
results with those obtained for influence.
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CH APTER E IG H T
The aims of this chapter are to explore nurses' autonomy in the same way that 
nurses' influence was explored in the last chapter. This will be achieved through 
examination of the same three key areas. Firstly, the distribution of nurses' scores on 
the autonomy scale. Secondly, inter-relationships between the characteristics of 
nurses and their perceived degree of autonomy will be identified. Finally, 
relationships between nurses' scores on the autonomy scale and their perceptions of 
other features of the organisational environment of acute hospital wards, including the 
amount of influence nurses perceive themselves to have, will be explored.
8.1 Distribution of Autonomy Scale Scores
The autonomy scale contains items related to nurses' own professional practice, 
which includes nurses’ perceptions of: their freedom to introduce innovations in 
nursing practice at ward level, their freedom to participate in making decisions about 
ward policy and individualised patient care, and the amount of respect they have for 
ward nursing colleagues. The scale also contains items related to the perceived 
quality of the understanding nurses have with ward medical staff, which includes 
nurses' perceptions of: freedom to express their views when disagreements arise, the 
mutual understanding of respective professional roles, and whether nurses are able to 
refuse to carry out medical orders of which they disapprove.
Given that nurses' scores on the three influence scales were uniformly low, it was 
expected that this trend would be reflected in the amount of autonomy nurses perceive 
themselves to have. This was not the case however. Table 8.1 presents the mean 
item scores and standard deviations (i.e. the mean score and standard deviation
TH E NATURE O F NURSES' AUTONOM Y
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divided by the number of items in the scale) for the national sample of nurses of 
clinical grades C to F on the autonomy scale. The scale items are scored from 1 to 4, 
with 1 representing extreme negative responses: 'strongly disagree', it 'never happens' 
or 'no influence'; and 4 representing very positive responses: 'strongly agree', it 
'almost always' happens and 'high influence’. Table 8.1 demonstrates that in contrast 
to scores on the influence scales, nurses’ scores are distributed towards the higher end 
of the scale, indicating that nurses generally perceive themselves to have moderately 
high levels of autonomy. The standard deviation of 0.36 demonstrates low variability 
in nurses' scores, which also contrasts with values obtained for the influence scales. 
These findings suggest that nurses' experience of autonomy is more uniform and 
consistent compared to the degree of influence they perceive themselves to have, and 
that in general they perceive themselves to be more autonomous but less influential.
Table 8.1 Mean autonomy and influence item scores for the national sample of 
nurses of clinical grades C to F
Name of Scale Mean Item Scores Standard Deviation
Autonomy 2.9 0.36
Influence over Ward 
Management
2.2 0.79
Influence over the Timing of 
Ward and Patient Events
2 .1 0.62
Influence over Ward Human 
and Financial Resources
1.4 0.71
Figure 8.1 presents more detail about the distribution of nurses' autonomy scale 
scores compared with influence scale scores (see Figure 7.1), and illustrates the trends 
identified above more clearly. For ease of comparison scores are again presented as 
mean item scores. The boxplot demonstrates that fifty percent of the sample of nurses 
have mean item scores above 2.5 (i.e. fifty percent of nurses perceive themselves, on 
balance, to be autonomous) and that the range of mean item scores within the box in 
which half of the sample is situated, varies little, by a score of only 0.4. However, 
while the majority of scores are centrally clustered, the plot also demonstrates
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F ig u re  8.1 Boxplot of n u rses ' p e rce iv ed  au to n o m y  (m ean item  scores)
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Boxplot key  to figu re  8.1
values beyond 3 box-Iengths 
from upper quartile
O values beyond 1.5 box-Iengths 
from upper quartile
largest observed value that is 
not outlier
50% of cases 
have values 
within the box
UPPER QUARTILE 
MEDIAN
LOWER QUARTILE
smallest observed value that is 
not outlier
0  values beyond 1.5 box-Iengths 
from low'er quartile
values beyond 3 box-Iengths 
from lower quartile
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variation of scores for the whole sample of nurses on this scale, illustrated by the 
'whiskers' and outliers (see key to boxplots). The distribution of nurses' scores on this 
scale is fairly normal, although there is a slight skew.
8.2 Association of Autonomy with Nurses' Characteristics
While it is clear that in general nurses working in acute hospital wards perceive 
themselves to practice reasonably autonomously, there is some variation in scale 
scores. The theoretical framework of the study suggests that the following nurses' 
characteristics may be associated with their perceptions of autonomy: clinical grade, 
length of ward service, length of nursing career, age, nursing qualifications and 
educational background. An analysis of variance between scale scores and each of 
these variables was conducted.
8.2a Clinical Grade
Table 8.2 shows the distribution of the study sample by clinical grade and the 
mean item scores achieved by nurses of each grade on the autonomy scale. The table 
also presents information about the statistical significance of the relationship existing 
between scale scores and clinical grade, and an R2 value which indicates the amount 
of variance within scale scores accounted for by clinical grade. The data presented in 
the table show that clinical grade has a statistically significant relationship with 
autonomy scores (p<.001). However, the R2 value of 0.19 demonstrates that clinical 
grade explains less variation in autonomy scores compared to the amount of variance 
explained in scores representing two key spheres of influence: over ward management 
and influence over ward human and financial resources, which achieved R2 values of 
0.58 and 0.62 respectively.
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Mean autonomy item scores demonstrate a consistent linear trend: the higher the 
clinical grade of the nurse, the more autonomy s/he perceives s/he has. These results 
are in line with what would be predicted, however the gradient is not very strong. 
The findings support a systematic link between nurses' status within the clinical 
grading system and the amount of autonomy they perceive themselves to have, while 
at the same time demonstrating that perceptions of autonomy are not largely 
dependent upon clinical grade.
Table 8.2 Mean autonomy scale item scores by clinical grade
Name of Scale Clinical Grade Anova
Significance
Level
R2
Value
C
D E F G and 
above
Autonomy 
(mean item scores) 2.8
2.9 2.9 3.1 3.3 p c .001 0.19
2 ii 5 37
(4%)
309
(38%)
282
(34%)
93
(1 1 %)
104
(13%)
It is debatable as to whether nurses' autonomy is a ward level phenomenon, 
arising out of the ward organisational environment, or whether in fact it originates 
more from multi-disciplinary working practices related to care provision espoused at 
hospital level. Both levels of structure were found to be significantly associated with 
nurses' autonomy. The association between hospital membership and autonomy was 
significant at the p c .001 level, as was that between ward membership and nurses' 
autonomy. Table 8.3 presents the range of mean item scores and the amount of 
variance explained in nurses' autonomy scores at both the hospital and ward levels. 
The R2 values demonstrate that 4.5 times more variation in 'autonomy' is explained 
between wards than between hospitals, suggesting that nurses' autonomy is primarily 
a ward level phenomenon, primarily dependent upon aspects of ward level structure 
and work processes.
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T able 8.3 Distribution of hospital and ward mean scale scores
Name of Scale Range of 
Hospital 
Scale Item 
Means
Range of 
Ward Scale 
Item Means
Explained 
Variance 
Between 
Hospitals (R2)
Explained 
Variance 
Between Wards
(R2)
Ratio
between
ward
and
hospital
(R2)
Autonomy 2.7-3.1 2.2-3.5 0.06 0.27 4.5
N = Hospitals=17 Wards=43
Analysis of relationships with other variables, such as age, education level and 
nursing qualifications, consistently demonstrates significant associations between 
these variables and nurses' perceptions of autonomy. However, analysis of variance 
of these relationships, controlling for the effects of clinical grade, demonstrates that 
associations with other variables are largely the result of the underlying effects of 
clinical grade. Thus, clinical grade is the individual level variable which has the most 
significant, systematic effect upon autonomy scale scores. The only exception to this 
was found in the case of nurses with a mental health nursing qualification. After 
controlling for the effects of clinical grade, a significant association between 
possession of this qualification and 'autonomy' remained, which was significant at the 
p<.05 level. Examination of mean autonomy scores achieved by these nurses 
demonstrated that they perceived themselves to be less autonomous compared with 
nurses without this qualification. This finding may reflect higher expectations of 
autonomy amongst this group of nurses who have experienced a psychiatric work 
environment which is different to their current acute ward setting. While research in 
this area is lacking, there is anecdotal evidence that mental health nursing, which is 
less strongly based on the medical model of care provision, offers higher levels of 
individual freedom to its practitioners compared with that available to general nurses 
working in the acute hospital sector.
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Another significant independent association was demonstrated between length of 
ward service and 'autonomy' (p<.05) , after controlling for the effects of clinical 
grade. Length of ward service was also found to be associated with two spheres of 
nurses' influence: over ward management and the timing of ward and patient events. 
This adds further weight to the suggestion that in practice, length of ward seivice has 
'currency' in terms of autonomy as well as influence, and that it is something which 
can be 'earned' over time, regardless of clinical grade.
There was no significant association between length of nursing career and 
'autonomy', unlike that between length of nursing career and 'influence over ward 
management', and with 'influence over ward human and financial resources', both of 
which remained after controlling for the effects of clinical grade. This highlights a 
key difference between influence and autonomy. Years of experience may enhance 
nurses' perceptions of their ability to make changes in ward methods of work 
organisation, staffing levels and ward budgets; but not their ability to change the 
nature of responsibility, authority and collaborative relationships within the context of 
ward care provision.
8.3 Relationships Between Autonomy and the Three Influence Scales
The correlation coefficients presented in Table 8.4 demonstrate differences 
between the concepts measured by the autonomy and influence scales. In general 
coefficients are of a lower order compared with those between the three influence 
scales themselves (see Table 7.4), and decrease in size after controlling for the effects 
of clinical grade. 'Influence over ward management' is most highly correlated with 
autonomy (0.60), indicating a greater degree of similarity between this sphere of 
influence and autonomy, than between ’autonomy' and 'influence over the timing of 
ward and patient events' (0.42), and between 'autonomy' and ’influence over ward 
human and financial resources' (0.48). This is not surprising, given that one item,
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related to nurses' ability to control and make changes in their clinical practice (NP1), 
is included in both of these scales, as discussed in Chapter Five.
Table 8.4 Pearson correlation coefficients (zero) and partial correlation 
coefficients (partial) controlling for clinical grade, between 
autonomy and the influence scales
Name of Scale Autonomy
zero partial
Influence over the Timing 
of Ward and Patient Events
0.42** 0.32**
Influence over Ward 
Human and Financial 
Resources
0.48** 0.30**
Influence over ward 
management
0.60** 0.49**
** significant at pc .001
Clinical grade has a confounding effect on all of the Pearson correlation 
coefficients; witness the magnitude of difference between these and the partial 
correlation coefficients. This is particularly marked in the relationship between 
'autonomy1 and 'influence over ward human and financial resources', where the zero- 
order correlation of 0.48 is reduced to 0.30 in the partial correlations.
8.4 Relationships Between Autonomy and Nurses' Perceptions of Other 
Ward Organisational Features
In order to identify relationships between nurses' perceived autonomy and other 
features of the organisational environment of acute hospital wards, correlation 
coefficients between this scale and scales measuring other aspects of ward life were 
calculated (see Appendix G for other scale items). Findings from the qualitative 
phase of the research suggested that autonomy will be linked to the quality of ward 
working relationships; particularly the team-building skills of the ward leader and the 
degree of collaboration existing between nurses and medical staff. Given the 
association between clinical grade and 'autonomy', partial correlation coefficients
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controlling for the effects of clinical grade were also calculated. The findings are 
discussed in sections 8.4a to 8.4e below.
8.4a Autonomy and the Physical Environment o f  the Ward
Correlations between the autonomy scale and scales measuring aspects of the 
ward physical environment are higher than those existing between the three influence 
scales and scales measuring aspects of the ward physical environment (comparing 
Tables 7.6 and 8.5). This is contrary to expectations, which were that similar 
relationships between the concepts of influence and autonomy and nurses' perceptions 
of the ward physical environment would emerge. The physical environment is largely 
considered to represent ’given’ features of ward life, which would not be expected to 
affect, or be affected by, nurses' perceived autonomy. However, the correlation 
coefficients demonstrate that autonomy is particularly associated with nurses' 
perceptions of the balance between ward staffing and ward workload, within the 
context of the system of nursing organisation used (0.41). Two explanations for this 
are possible. Firstly, that having more autonomy improves nurses' perceptions of the 
ward system of staff organisation, causing them to view it as less stressful and 
problematic. Alternatively, it may be that having sufficient staff who are 
appropriately organised to cope with the ward workload, gives nurses a greater sense 
of freedom with regard to their ability to care for patients effectively. Both of these 
suggested explanations reflect claims made in nursing literature that nursing 
organisational systems, such as primary nursing in particular, provide enhanced 
opportunities for nurses to practice more autonomously (e.g. Man they, 1980; Ersser 
& Tutton, 1991), and that operating such a system fosters a less stressful work 
environment for nurses (Thomas, 1992). The relationship between nurses' perceived 
autonomy and systems of nursing organisation will be further explored in the next 
chapter, which provides a ward level analysis.
160
Associations between 'autonomy' and 'ward layout' and ward facilities are also 
reasonably strong (0.28 and 0.25 respectively). This may on the one hand suggest 
that nurses who perceive themselves to be more autonomous tend to view their 
physical work environment more positively, or that different ward layouts and the 
quality of ward facilities affect nurses' ability to practice autonomously. Anecdotal 
evidence for the former explanation was found in the observation work undertaken as 
part of the WOFS scale validation process, in relation to nurses' job satisfaction 
(Adams & Bond, 1995). Where nurses were happy in their work, they viewed there 
work environment more positively, even when the quality of the environment was 
considered by independent observers to be sub-standard. There is also empirical 
work which supports the second explanation. Noble & Dixon (1977) compared the 
effects of three different ward designs and layouts on patients’ and health care 
professionals' perceptions of the quality of care provision, and found that the three 
care settings provided varying opportunities for enhancing quality of care.
The quality of ward support services has a low association with nurses' autonomy, 
however, a larger correlation coefficient exists between these two scales than between 
'quality of ward services' and any of the three influence scales. There is little 
difference between the zero order and partial coefficients obtained between 
'autonomy' and the ward physical environment scales, indicating that clinical grade 
has little effect on the relationships identified.
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Table 8.5 Relationships between the autonomy scale and scales measuring 
features of the ward physical environment: zero order and 
partial correlations controlling for clinical grade
Name of Scale Autonomy
Zero Partial
Ward Facilities 0.25** 0.26**
Staff Organisation 0.41** 0.38**
Ward Layout 0.28** 0.32**
Quality of Ward Services 0.18** 0 .2 1 **
** significant at pc .001
8.4b Autonomy and Professional Nursing Practice
As discussed in the previous chapter, features of nursing practice measured in the 
'professional practice' scale are enshrined in formal, more innovative nursing systems, 
such as primary nursing, which are believed to facilitate autonomous practice (e.g. 
Manthey, 1980; Ersser & Tutton, 1991). Whereas features of nursing practice 
measured by the 'hierarchical practice' scale, characterise attitudes and behaviours 
associated with more traditional systems, such as task orientation or functional 
nursing. These systems are believed to inhibit autonomous nursing practice (e.g. 
Fretwell, 1980; 1982).
Table 8.6 Relationships between the autonomy scale and scales measuring 
professional nursing practice: zero order and partial correlations 
controlling for clinical grade
Name of Scale Autonomy
Zero Partial
Professional Practice 0.69** 0.69**
Hierarchical Practice -0.40** -0.31**
** significant at pc .001
Table 8.6 demonstrates a very high correlation between 'autonomy' and 
'professional practice' (0.69), much higher than correlations obtained between spheres 
of influence and 'professional practice', which remains unaltered when controlling for
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the effects of clinical grade. (The partial correlation coefficient reduces only slightly 
(0.63), when removing the two overlapping scale items between 'autonomy1 and 
'professional practice': B6, B7). This suggests, in line with theoretical claims, that 
there is a strong association between innovative, patient-centred practice and the 
degree of autonomy nurses experience; and that this is true for all nurses, regardless 
of clinical grade. This is consistent with findings related to 'staff organisation' and 
'autonomy', described above, which suggested links between autonomy and nursing 
systems. The relationship between autonomy, features of the ward organisational 
environment and systems of nursing will be tested more thoroughly in the ward level 
analysis described in the next chapter.
'Hierarchical practice' on the other hand, has a weaker, although still 
comparatively strong, negative correlation with 'autonomy' (-0.40). This suggests that 
organising care in this more traditional way, where nurses are disempowered, and feel 
their work to be devalued by management and medical colleagues; restricts 
opportunities for developing autonomous practice. This correlation is reduced to 
-0.31 after controlling for the effects of clinical grade, demonstrating that unlike the 
relationship between 'autonomy' and 'professional practice1, that between 'hierarchical 
practice' and 'autonomy' is somewhat confounded by clinical grade. These findings, 
along with those related to influence and standards of professional nursing practice, 
suggest that the approach to nursing embodied in the 'hierarchical practice' scale 
militates against empowering 'rank and file' nurses; while 'professional practice' on 
the other hand strongly supports nurse empowerment at all levels of the clinical 
grading system.
8.4c Autonomy and the Team-building Skills o f  the Ward Leader
The importance of the team-building skills of the ward leader vis-a-vis nurses' 
perceived autonomy, which emerged as a key, theme during the qualitative stage of
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the research, has already been discussed in Chapter Six. While correlation 
coefficients between 'team-building skills of the ward leader' and spheres of influence 
were modest and not as expected, that between the 'team-building skills of the ward 
leader' and 'autonomy' is considerably higher (0.38), and consistent with the 
qualitative data analysis. This suggests that a ward leader's ability to create cohesion 
among ward nurses is positively related to developing autonomous practice, while the 
connection between this skill and having influence within the hospital organisation is 
less strong. Clinical grade was found to have little effect upon the relationship 
between perceived autonomy and the team-building skills of the ward leader.
Table 8.7 Relationship between the autonomy scale and the scale
measuring team-building skills of the ward leader: zero order 
and partial correlations controlling for clinical grade
Name of Scale Autonomy
Zero Partial
Team-building Skills of the 
Ward Leader 
(grades C to F only)
0.38** 0.36**
** significant at pc .001
8.4d A utonomy and Professional Working Relationships
Correlation coefficients existing between 'autonomy' and the scales measuring 
professional working relationships are uniformly high, although the association 
between 'autonomy' and 'collaboration with other health care professionals' is less 
strong compared with associations between 'autonomy' and the other two scales (see 
Table 8 .8), The correlation coefficients are also systematically higher than those 
related to spheres of influence and professional working relationships.
The association between 'autonomy' and the cohesiveness of ward nursing staff is 
particularly high (0.61), and is unaffected by clinical grade (partial correlation 0.59). 
Comparing these results to those obtained in relation to the team-building skills of
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ward leaders, it appears that cohesion is a more fundamental condition necessary to 
the achievement of autonomous practice. This suggests that good leadership can 
facilitate autonomy, but autonomy can develop in its absence so long as ward nurses 
experience a cohesive working relationship. One would expect that a cohesive group 
of nurses would be more likely to negotiate effectively with medical staff vis-a-vis 
demarcating their respective clinical roles, forging a workable understanding as to 
how care is to be provided, and wresting the freedom to practice as they wish, 
compared with a group of nurses characterised by lack of cohesion. It may be wrong 
to assume that the relationship between cohesion and autonomy is uni-directional 
however. It may well be that increased autonomy leads to promotion of team spirit, 
and not vice versa, as is the case with good performance and team spirit (e.g. Landy, 
1989). As discussed in the previous chapter, there are no overt links identified 
between cohesion and autonomy in the nursing organisation literature; only implicit 
ones.
The association between 'autonomy' and 'collaboration with medical staff is also 
strong (0.50), and is unaffected by clinical grade (0.51). The direction of this 
relationship is debatable; whether enhanced collaboration with medical staff 
facilitates autonomy, or whether enhanced perceptions of autonomy act as a trigger to 
collaborative working. Theory suggests that flat organisational structures facilitate 
both collaborative working and autonomy (e.g. Manthey, 1980; Ersser & Tutton, 
1991), but does not elaborate on the connection between the two. The association 
between 'autonomy' and 'collaboration with other health care professionals' is less 
strong, but is nevertheless stronger than any existing between collaboration with this 
group of professionals and spheres of influence.
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Table 8.8 Relationships between the autonomy scale and scales
measuring professional working relationships: zero order and 
partial correlations controlling for clinical grade
Name of Scale Autonomy
Zero Partial
Collaboration with Medical 
Staff
0.50** 0.51**
Collaboration with Other 
Health Care Professionals
0.30** 0.28**
Cohesion Amongst Ward 
Nurses
0.61** 0.59**
** significant at pc .001
8.4e Autonomy and Job Satisfaction
As discussed in the previous chapter, a positive relationship between increased 
autonomy and enhanced job satisfaction for nurses and other groups of workers is 
well documented (e.g. Blenkarn et al, 1988; Sellick et al, 1983; Mead, 1990; Mitchell 
et al, 1989; Thomas, 1992; Klein, 1976). Examination of the correlation coefficient 
existing between the autonomy scale and nurses' job satisfaction (see Table 8.9) 
reveals a highly significant and strong association, which is reduced only very slightly 
by the effects of clinical grade. This association is stronger than any of those existing 
between spheres of influence and job satisfaction, indicating that having autonomy is 
a greater source of satisfaction than having influence for nurses working in acute 
hospital wards.
Table 8.9 Relationship between the autonomy scale and the scale
measuring job satisfaction: zero order and partial correlations 
controlling for clinical grade
Name of Scale Autonomy
Zero Partial
Job Satisfaction 0.49** 0.47**
** significant at p<.001
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8.5 Conclusions
Nurses' scores on the autonomy scale, compared with scores on the influence 
scales, indicate that they perceive themselves to experience more autonomy than 
influence in acute hospital wards. In addition, the standard deviation was lower, 
demonstrating more consistency in experiences of autonomy compared with 
influence. These results are in contrast to those obtained with the three influence 
scales, where nurses generally felt they had little influence, reflected in their low 
scores. In general it appears that nurses perceive themselves to be moderately 
autonomous in their practice but lacking in influence in many aspects of ward and 
hospital organisation.
The analysis demonstrated that clinical grade is an important independent variable 
in relation to autonomy scores, as a strong and significant relationship (pc.0 0 1) exists 
between clinical grade and autonomy scores; but it explains less variation (19%) in 
nurses' scores compared with results obtained related to influence. Clinical grade 
explained more than 50% of the variance in nurses' scores on two of the influence 
scales; autonomy however is rooted in factors other than the formal clinical grading 
system. One such factor is length of ward seivice. Nurses with longer ward seivice 
perceive themselves to have greater autonomy, after controlling for the effects of 
clinical grade. The analysis also reveals that like influence, autonomy is most 
affected by the work ethos and organisational practice espoused at ward as opposed to 
hospital level.
Analysis of the relationship between autonomy and other features of the 
organisational environment in acute hospital wards further endorses the notion that 
autonomy is firmly rooted in ward level structure and care processes. Table 8.10 
provides a summary of the correlation coefficients obtained for the three influence
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scales and the autonomy scale; the table presents partial correlation coefficients,
controlling for the effects of clinical grade.
Table 8.10 Summary of partial Pearson correlation coefficients between
influence and autonomy and the ward organisational features scales 
(WOFS), controlling for the effects of nurses' clinical grade
Name of 
WOFS Scale
Influence over 
Ward 
Management
Influence over 
the Timing of 
Ward and 
Patient Events
Influence over 
Ward Human 
and Financial 
Resources
Autonomy
Ward Facilities 0.13 0.21 0.13 0.26
Staff
Organisation
0.22 0 .12 0.14 0.38
Ward Layout 0.18 0.23 0 .12 0.32
Quality of 
Ward Services
0 .12 0.20 0.05 (NS) 0.21
Professional
Practice
0.35 0.26 0.24 0.69
Hierarchical
Practice
-0.24 -0 .10 * -0 .12 -0.31
Team-building 
Skills of the 
Ward Leader
0.22 0.13 0.21 0.36
Collaboration 
with Medical 
Staff
0.13 0.22 0.06 (NS) 0.51
Collaboration 
with Other 
Health Care 
Professionals
0.17 0.14 0.05 (NS) 0.28
Cohesion
Amongst
Nurses
0.30 0.24 0.23 0.59
Job
Satisfaction
0 .21 0.19 0.13 0.47
All correlations significant at the pc.001 level, except where indicated 
* significant at pc.05 level
Table 8.10 demonstrates that partial correlation coefficients between 'autonomy' 
and other ward organisational features are consistently higher than those between the 
three influence scales and other ward organisational features, even after removing 
overlapping scale items. This, along with the other findings reported above, suggests 
that autonomy is more strongly linked to ward level factors than influence is. In 
particular, there is a very strong association between perceptions of autonomy and a
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more innovative approach to nursing practice, as measured by the 'professional 
practice' scale; while the opposite is true in wards where practice is more 'old 
fashioned’ and traditionally hierarchical, as measured by the 'hierarchical practice1 
scale. While it is not clear whether 'professional practice' promotes autonomy, or 
whether being more autonomous allows nurses to practice in a more innovative way, 
these findings support links made in nursing literature between innovative practice 
systems and autonomous practitioners.
Links between the quality of working relationships and autonomy are also strong, 
particularly between cohesion amongst ward nurses and autonomy, and between 
positive collaboration with medical staff and autonomy. Where nurses are cohesive, 
and where there are better collaborative working relationships with doctors, nurses 
perceive themselves to be more autonomous. These findings are in harmony with 
those of the qualitative study. While it has been claimed that devolved ward nursing 
systems promote autonomy and enhance multi-disciplinary collaboration and 
collegiality amongst nurses, there has been no previous empirical evidence in nursing 
directly linking the quality of working relationships with autonomy.
In line with expectations arising from nursing and work organisation theory, 
autonomy was found to be positively associated with nurses' job satisfaction. It is 
also associated with nurses' perceptions of the balance between the adequacy of ward 
staffing to cope with the ward workload. Where there are sufficient staff organised in 
such a way as to cope with the pressure of work, nurses perceive themselves to be 
more autonomous. Again, explicit links between staffing characteristics and 
autonomy have not previously been made in nursing literature, although there was 
previously indirect evidence of a link. Devolved nursing systems, particularly 
primary nursing, which is believed to promote autonomy (Manthey, 1980; Ersser & 
Tutton, 1991), has been found to create a less hurried and less stressful work 
environment for nurses (Thomas, 1992).
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CH A PTER NINE
9.1 Introduction
The principal aim of this chapter is to determine how organisational practice in 
nursing affects nurses' perceived autonomy and influence. In order to do this, there is 
a need to first describe the current organisation of nursing practice in acute hospital 
wards. There is growing evidence that nurses do not work in ways characteristic of 
the three main ideal types of practice described in Chapter One: functional, team and 
primary nursing (e.g. Thomas & Bond, 1990). Research shows that wards are 
organised in highly idiosyncratic ways, where selected attributes from across the 
range of ideal types are selected, and adapted for use in prevailing local circumstances 
(Anderson & Choi, 1980; Adams & Hardey, 1992). By means of a detailed analysis 
of key aspects of nursing practice, this chapter aims to provide an empirically 
grounded typology of modes of current organisational practice in acute wards, to 
elucidate how reality differs from ideal types, and to demonstrate the relationship 
between these types of practice and nurses' perceived autonomy and influence.
9.2 The Need for a New Typology
It is widely believed that different systems of nursing organisational practice 
provide varying opportunities for achieving autonomy, as well as other phenomena 
associated with effective nursing care. Much research in both the USA and the UK 
has sought to evaluate nursing systems by measuring their effects on process and 
outcome measures (e.g. Chavigny & Lewis, 1984; Giovanetti, 1981, Reed, 1988). 
Quality of care, patient satisfaction with care and nurses' job satisfaction have been 
the dominant measures used. The results of evaluation research have been
NURSING SYSTEM S, AUTONOM Y AND IN FLU EN CE
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inconclusive, due to a variety of methodological problems. In particular, studies have 
failed to provide operational details of the systems being evaluated (Giovanetti 1986), 
and there is a lack of standardisation in the satisfaction measurement tools used, so 
that comparison between studies is not possible (Thomas & Bond, 1991). While 
many commentators (e.g. Manthey, 1980; Eraser & Tutton, 1991) hypothesise a link 
between organisational practice and autonomy, there is a lack of empirical evidence 
to support this contention.
More recently, attempts have been made to produce research tools which classify 
wards according to nursing organisational system, particularly primary nursing, in 
order to facilitate the evaluation process (e.g. Thomas & Bond, 1990; Bowman, 
Meddes & Thompson, 1993; MacGuire, 1989; Bond et al, 1991; Mead, 1993). 
However different studies have produced varying definitions and criteria for 
establishing that a nursing system is being practised within a ward, so that 
comparisons between studies and drawing conclusions about the relative effectiveness 
of the different systems remain elusive.
Apart from the difficulty of establishing operational definitions of nursing 
systems, empirical work highlights much variety in the ways in which nurses organise 
care at ward level. In seeking to develop a primary nursing scale, Thomas & Bond 
(1990) found that very few wards exhibited all the relevant characteristics of primary 
nursing, and that most wards were 'hybrids' in organisational terms. This 
phenomenon has been identified in previous research (Anderson & Choi, 1980), and 
was a recurrent theme arising from the qualitative fieldwork for the current study. 
Variable levels of ward nursing staff available to provide care, and variations in ward 
workload, militate against practising one 'pure' system, particularly where that system 
relies upon high continuity of the principal caregiver, and where a premium is placed 
upon the development of close nurse/patient relationships. In reality, the ward
171
nursing organisational system has to be flexible in order to cope with structural 
variations and to provide safe standards of care for all patients (Procter, 1989).
The first aim of this chapter is to describe current nursing organisational practice 
in acute hospital wards by creating a new typology which is grounded in the realities 
of practice. Previous work attempting to classify wards according to organisational 
practice has categorised wards using criteria, principles or indicators purported to 
represent 'ideal' systems described in nursing literature (see Chapter One). Ward 
practice has then been assessed according to its degree of 'fit' with these 'ideals' 
(Thomas & Bond, 1990; Bowman et al, 1991; 1993; MacGuire, 1989; Mead, 1993). 
By contrast, this study aims to develop a typology which emerges from naturally 
occurring variations between ward approaches to care organisation, i.e. 'fitting' 
systems to nurses' descriptions of practice, and not vice versa.
The second aim of the chapter is to use the new typology to explore the 
relationship between ward organisational practice and nurses' perceptions of their 
autonomy and influence, as measured by the developed scales. Thus the study will 
provide a two-fold test of organisational theory; the degree to which 'ideal' systems of 
nursing organisation reflect the reality of current practice employed by nurses 
working in acute NHS wards will be assessed; and the effects of the new typology of 
styles of work organisation on nurses' perceptions of their autonomy and influence 
will be assessed.
9.3 Study Method
A grounded approach is adopted for describing how nursing care is organised in 
acute hospital wards. From the nationally representative sample of acute wards 
described in Chapter Four, information about a sample of 74 wards, whose leaders 
had provided sufficiently complete data relating to ward nursing practice, are
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analysed and grouped according to shared characteristics of care, using hierarchical 
cluster analysis.
In order to obtain sufficiently detailed information about wards for such an 
analysis, the Ward Profile (WP) was developed to describe objective features of 
wards and aspects of nursing practice (see Chapter Four). The content of the Ward 
Profile was generated from qualitative work which underpinned the study and from 
previous work in this field (Thomas & Bond, 1990; Bowman et al, 1991; 1993; Mead, 
1993; MacGuire, 1989). The WP is presented in Appendix C. It included key criteria 
known to discriminate between wards in terms of organisational practice, e.g.: group 
working, patient and nursing work allocation procedures, accountability and 
responsibility for care, and communication practice. Questions related to these 
criteria focused on a number of specific care practices, including: updating and 
responsibility for care plans, accompanying doctors on ward rounds, giving and 
receiving verbal reports on patients' progress, the administration of oral medications, 
contacting other health care professionals and contacting patients' relatives. In 
addition to these previously identified criteria, the Ward Profile contained questions 
relating to: ward management, teaching programmes, quality assurance and audit 
programmes, multi-disciplinary working, staffing resources and the accomplishment 
of a broader range of nursing activities.
9.4 Hierarchical Cluster Analysis
To determine the range of organisational styles currently employed within nursing 
practice in acute hospital wards, the ward data relating to aspects of nursing practice 
were subjected to hierarchical cluster analysis. This method of analysis works on the 
basis of grouping individual cases (i.e. wards) into bigger and bigger clusters, so that 
eventually all cases are members of one large cluster (Norusis, 1993). A decision 
therefore had to be made about a meaningful number of clusters to select for
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subsequent analysis. Given that nursing literature describes three main 'ideal types' of 
organisational practice, this provided a rule of thumb for cluster selection. Both three 
and four cluster solutions were examined, but the former was chosen on the basis of 
the larger number of wards yielded within each cluster and the judged usefulness of 
the cluster features as meaningful units for further analysis. Table 9.1 provides 
details of the numbers of wards within clusters for the solutions considered.
Table 9.1 Numbers of wards in different cluster solutions
Solution Cluster 1 Cluster 2 Cluster 3 Cluster 4
4 clusters 3 62 6 3
3 clusters 8 56 10
N=74 wards
9.5 Discriminant Analysis
Having used hierarchical cluster analysis to identify three styles of nursing 
organisational practice, the three clusters were subjected to discriminant analysis in 
order to determine which of the practice features were the main predictors of cluster 
membership. In the analysis, cluster membership becomes the dependent variable, 
and all the practice features independent variables. Using the principles of stepwise 
regression analysis, the procedure enters independent variables into the analysis in the 
order of predictive power for assigning wards to the different clusters. Table 9.2 
presents the summary table of variables in the discriminant analysis.
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T able 9.2 Summary table of discriminant analysis
Step
Entered
Wilk's
Lambda
Significance
level
Variable (Question Number)
1 .07980 .0000 Team leaders/primary nurses normally 
contact other health care professionals 
(Q. 51)
2 .00931 .0000 Any RN takes part in daily verbal report 
011 her/his allocated patients (Q. 49a)
3 .00527 .0000 Team leader/primary nurse takes part in 
daily verbal report on her/his allocated 
patients (Q. 49a)
4 .00375 .0000 Do you normally have a formal daily 
report on all patients (Q. 49)
5 .00319 .0000 Team leader/primary nurse receives daily 
verbal report on the progress of all patients 
at least once during the course of each day 
(Q. 49b)
Four out of five of the key cluster predictor variables relate to ward reporting 
practice, suggesting that this is a very important indicator of differences in nursing 
organisational styles. Three of the five also relate to group leader roles, i.e. team 
leader/primary nurse responsibilities, suggesting that the presence of staff operating at 
this level of the hierarchy is also a key indicator of ward practice differences.
9.6 Cluster Characteristics
While discriminant analysis highlights variables which discriminate between the 
three clusters, it gives no information about the nature 01* direction of relationships 
between these variables and the clusters. The characteristics of clusters were 
therefore identified by analysing the relationship between practice features and cluster 
membership, using cross tabulation. A number of statistically significant differences 
between clusters were identified and are summarised in Table 9.3. The characteristics 
of each cluster, and how these differ from those of 'ideal types' of nursing 
organisation systems are discussed below.
175
Table 9.3 Significant nursing practice differences between clusters
Practice Variable Cluster
K % )
Cluster
2  (%)
Cluster
3 (%)
Significance
level
(a) Working in groups or teams 75 97 30" pc .001
(b) Team leaders or primary nurses 
usually complete care plans
75 94 0 pc .001
(c) Any nurse caring for a patient 
usually accompanies doctors when 
seeing that patient on the round
71 26 40 pc.05
(d) All grades of staff usually 
accompany doctors on rounds
0 3 30 pc .01
(e) Formal daily ward report for all 
patients when pm. shift come on 
duty
13 100 100 pc .001
(f) Oral medications administered 
by team/group rounds
38 61 0 p c .001
(g) Oral medications administered 
by individual nurses to individual 
patients
75 18 40 p c .001
(h) Sister/charge nurse usually 
contacts other health care 
professionals
63 89 90 pc.05
(i) Sister/charge nurse usually 
contacts relatives
63 93 100 pc .01
N= (wards) 8 56 10
9.6a Cluster 1: Devolved Nursing
While nurses in most of the wards in cluster 1 work in groups or teams (75%) 
(item a), the focus of responsibility for care is more firmly vested in individual nurses 
(e.g. see items c and g in Table 9.3), hence the label 'devolved nursing'. Updating and 
responsibility for care plans, and contacting other health care professionals and 
relatives is most usually done by any RN within this cluster, and those who most 
usually accompany doctors on their ward rounds are nurses caring for particular 
patients seen on the round (71%) (item c). Compared with the other two types, this 
cluster has the highest percentage (51%) of nurses in charge of the shift or nurse co­
ordinators also accompanying ward rounds, but ward sisters or charge nurses do not 
fulfil this role. This result was not significant at the p<.05 level however. This 
cluster also has the lowest percentage of sisters or charge nurses usually contacting
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other health care professionals or relatives (63%) (items h and i) compared to the 
other two.
The focus 011 individual nurse responsibility for care is reflected in the way in 
which oral medications are administered (item g) and reports are made on patients' 
progress (item e). The most common mode of oral medication administration for this 
cluster is individual nurses distributing medicines to their individual patients (item g), 
and the large formal daily ward report where information is shared about all patients 
is not a feature in these wards (item e). The data also showed that student nurses, 
auxiliaries and health care assistants do not contact relatives in these wards, which 
suggests a more professional approach to patients' families; but again, these results 
were not significant at the p<.05 level.
This cluster appeal's to be close to the ’ideal type’ of primary nursing, although it is 
noticeable that not all nurses in these wards practised in groups, and that sisters and 
charge nurses maintain a relatively high degree of contact with other health care 
professionals and relatives. These responsibilities are described in literature as being 
devolved from the sister or charge nurse to the domain of the primary nurse (e.g. 
Ersser & Tutton, 1991). Only 8 of the 74 wards, i.e. 11% of the sample of wards 
practice ’devolved’ nursing.
9.6b Cluster 2: Two Tier Nursing
Cluster 2 represents the most common method of organising nursing at acute ward 
level. 56 of the 74 wards in the analysis organise care in this way (76% of the sample 
of wards). It is characterised by nurses working in groups or teams (item a), and 
where the the dominant mode of oral medication administration is by group or team 
drug round (item f). Other observed differences which were not all significant at the 
p<.05 level were that the group leader (team leader or primary nurse), as opposed to
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other grades of staff within the ward: most usually updates and has responsibility for 
care plans (item b), accompanies doctors on their rounds, receives verbal reports on 
patients' progress and contacts other health care professionals. Within this 
framework, any RN most commonly gives verbal reports on her/his patients and 
contacts relatives.
While team or group responsibility for patient care is central in these wards, 
vestiges of a more hierarchical structure remain; hence the epithet 'two tier nursing'. 
Compared to the other two clusters, these wards have the highest percentage of sisters 
or charge nurses accompanying doctors on their rounds (34%), and high percentages 
contacting both other health care professionals (89%) (item h) and relatives (93%) 
(item i). In addition, all the wards in the cluster have one large formal daily ward 
report on all patients, which is well attended by both morning and afternoon staff 
(item e). While in many ways this cluster appeal's to be practising team nursing, these 
latter characteristics are contrary to the ’ideal type' described in literature (e.g. Waters, 
1985; Boekholdt & Ranters, 1978), and suggest that in reality most ward sisters retain 
a higher degree of control and authority within wards than the model of team nursing 
suggests.
9.6c Cluster 3: Centralised Nursing
In this last group of wards, power and control remains firmly in the hands of the 
ward sister or charge nurse, which is why this method of care organisation is referred 
to as 'centralised nursing'. This cluster represents 10 out of the 74 wards, i.e. 14% of 
the sample of wards practice in this way. Compared to the other two, this cluster has 
the lowest degree of group or team working (30%) (item a), and the formal group 
leader role, team leader or primary nurse, does not exist. Instead, nursing 
responsibilities are most usually shared jointly by any RN, the nurse in charge of the 
shift, and the ward sister or charge nurse. The nurse in charge of the shift or the co-
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ordinater most usually accompanies doctors on there rounds, although this result was 
not significant at the pc.05 level, and compared to the other two, this cluster has the 
highest percentages of sisters or charge nurses usually contacting other health care 
professionals (90%) (item h) and relatives (100%) (item i).
This centralisation of control and authority over care is reflected in drug round 
and report practice. The dominant mode of oral medication administration in these 
wards is by one round for all patients, and a daily formal report on the progress of all 
patients is given between the morning and afternoon staff (item e), where again most 
staff on both shifts attend. This style or mode of nursing organisation is reminiscent 
of patient allocation, yet some wards within the cluster also work in groups.
9.6d Comparing 'Ideal Types' o f  Nursing Organisational Systems with the New  
Typology
The three clusters identified all have a strong 'flavour' of particular 'ideal types' of 
ward nursing organisation described in the literature, but none of them have the full 
set of attributes described. This replicates findings in previous work (Thomas 8c 
Bond, 1990; Anderson & Choi, 1980), and supports suggestions that the philosophy 
of care behind any particular nursing system is more important in shaping how nurses 
go about their work than adherence to the advocated ward structural arrangements 
(Adams & Hardey, 1992). Local structural constraints undoubtedly have an 
important part to play, such as variable staff availability and workload.
While organisational structures within the clusters are variable, the power and 
responsibility for care relationships are clear and consistent, and represent the most 
distinctive characteristics of the clusters. 'Two tier nursing' has a high degree of 
group responsibility, focused on the group leader, yet ultimate authority is centrally 
retained. 'Devolved nursing', as its name suggests, has a far more devolved power
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and responsibility for care structure, while in 'centralised nursing' wards, the sister or 
charge nurse has relinquished very little authority or responsibility for patient care. It 
may be that identifying where authority and responsibility for care lies within a ward 
is the key to characterising different styles or modes of organisational practice, 
irrespective of nursing practice behaviours. Modes of administration of oral 
medications and reporting on patients' progress appear to be particularly useful 
indicators of how authority and responsibility for care is shared within a ward.
9.7 Relationships Between Ward Clusters, Autonomy and Influence
In order to test organisational theory which states that there are links between 
nursing systems and nurses' autonomy, relationships between cluster membership and 
nurses' scores on the autonomy and influence scales were examined. Different 
organisational systems are said to provide different opportunities for autonomous 
nursing practice, and other desirable ward environmental features. Hierarchical 
systems, such as functional nursing, are associated with lower standards of 
professional practice, and are said to create a stressful work environment for nurses, 
where multi-disciplinary collaboration, nurse autonomy and job satisfaction are 
undermined (Fretwell, 1980; 1982; Procter, 1989; Chavasse, 1981; Boekholdt & 
Kanters, 1978). Systems with progressively flatter organisational structures, such as 
team and primary nursing, are believed to create a less stressful work environment, to 
facilitate the achievement of higher standards of professional practice, multi­
disciplinary collaboration, enhance nurses' autonomy and job satisfaction (Manthey, 
1980; Marram et al, 1974; Ersser & Tutton, 1991).
Analysis of the variance of nurses' autonomy and influence scale scores by cluster 
membership was conducted, and statistically significant associations between type of 
practice system and perceived nurse autonomy and influence identified (see Table
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9.4). The nature and direction of associations was further explored by analysing 
nurses' mean scale scores within clusters.
Table 9.4 Statistically significant differences in nurses' autonomy and 
influence scores between practice clusters
Name of Scale Source of 
variation
Degrees
of
freedom
Sum of 
squares
Mean
squares
F ratio F prob­
ability
Influence over between 2 14.80 7.40 0.58 .56
ward human clusters (NS)
and financial within clusters 647 8184.58 12.65
resources total 649 8199,38
Influence over between 2 149.07 74.54 2.40 .09
the timing of clusters (NS)
ward and within clusters 647 20097.59 31.06
patient events total 649 20246.66
Influence over between 2 44.82 22.41 0.35 .70
ward clusters (NS)
management within clusters 647 41093.21 63.51
total 649 41138.04
Autonomy between 2 147.93 73.97 8.39 .001
clusters
within clusters 647 5350.00 8.81
total 649 5497.94
9. 7a N ursesf A utonomy
Analysis of variance demonstrates a highly significant association between 
individual nurses' autonomy and the way in which nursing care is organised (pc.0 0 1 , 
see Table 9.4). Autonomy scores obtained by the nationally representative sample of 
825 nurses ranged between 12 and 31, with a mean score of 23.7. Comparison of the 
mean scale scores achieved by nurses operating in the different organisational system 
types, reveals that those operating the ’devolved’ system achieved the highest mean 
score (24.9), which is above the national average, compared with 23.9 achieved by 
those operating the 'centralised' system, and 23.4 achieved by those operating the 'two 
tier' system (see Table 9.5). While the association between 'autonomy' and type of
practice system is statistically significant, these findings demonstrate relatively small
(
differences in the mean 'autonomy' scores of nurses within each type, so that it is
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difficult to draw firm conclusions. However, the trend evident in the data suggests 
that devolved ward organisational structures enhance nurses' perceived autonomy 
most, while wards organised with a split, two tier hierarchical structure provide a 
work environment which is less conducive for nurses to experience autonomy.
Table 9.5 Mean autonomy and influence scores obtained by nurses operating 
different nursing system types
Name of Scale Devolved Two Tier Centralised Total Sample
Influence over 
Ward 
Management
22.0 
(SD 7.8)
21.5 
(SD 7.9)
21.6  
(SD 8.5)
2 1.6  
(SD 7.9)
Influence over 
the Timing of 
Ward and 
Patient Events
19.4 
(SD 5.4)
18.8 
(SD 5.5)
20.3 
(SD 5.9)
19.0 
(SD 5.6)
Influence over 
Ward Human 
and Financial 
Resources
7.1 
(SD 3.6)
7.3 
(SD 3.5)
7.9 
(SD 3.8)
7.4 
(SD 3.6)
Autonomy 24.9 
(SD 2.6)
23.4 
(SD 3.0)
23.9 
(SD 3.4)
23.7 
(SD 3.0)
% wards 1 1 76 14 100
9.7b Nursesr Influence
No significant associations at the p<.05 level were found between cluster 
membership and the amount of influence nurses have over aspects of ward life: ward 
management, ward human and financial resources, and the timing of ward and patient 
events, although the latter association approached statistical significance at this level 
(p<.09, see Table 9.4). Comparison of mean scores achieved by nurses organising 
care in different ways again demonstrates only small differences in values obtained 
(see Table 9.5), so that the observed trends in the data are not be generalisable to all 
acute hospital wards.
While differentials between all the scale scores were small, it was noticeable that 
in two out of three spheres of influence, nurses operating the 'two tier' system were
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least influential. These findings suggest that, in general, method of care organisation 
has little effect on the amount of influence nurses perceive themselves to have.
9.8 Conclusion
This chapter has described dominant modes of current nursing care organisation at 
ward level. Detailed information about aspects of nursing practice from a nationally 
representative sample of 74 acute wards was subjected to hierarchical cluster analysis, 
from which three types of ward organisational systems arose: 'two tier nursing', 
'devolved nursing' and 'centralised nursing', with three quarters of the sample of wards 
using the 'two tier' model. While similarities were found between this ward typology 
and 'ideal type' nursing systems, none of the identified ward working methods had all 
the attributes of an 'ideal' system. The most distinctive characteristics of wards were 
found to be the way in which authority and responsibility for patient care was shared 
or devolved amongst the ward nursing staff. Ward sisters and charge nurses were 
found to retain a firmer grip on power and authority than is described in current 
nursing rhetoric.
Some of the results of the analysis provide support for prevalent ideas in nursing 
literature. Most notably, a statistically significant association was found between type 
of nursing organisational system and the scale measuring nurses' autonomy: nurses 
operating the 'devolved' system demonstrated the highest levels of perceived 
autonomy. Autonomy is frequently cited as being a corollary of working within 
devolved power structures (e.g. Manthey, 1980; Ersser & Tutton, 1991), but 
previously there has been a lack of empirical evidence to support this. Analysis of 
nurses' influence within the different organisational system types failed to produce 
any statistically significant results.
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CH A PTER TEN
The purpose of this chapter is to examine the relationship between nurses' 
perceived influence and autonomy and the clinical specialty context within which 
they practice. As well as acknowledging the possible importance of different types of 
nursing organisational systems in relation to creating different opportunities for the 
exercise of autonomy and influence, as explored in the last chapter; it is expected that 
different clinical settings will provide variable opportunities for the exercise of 
autonomy and influence. This is due to the varied nature of nursing and multi­
disciplinary work and patterns of working within different clinical specialties.
10.1 Ward Clinical Specialty and Nursing Organisation
Designated ward clinical specialty remains a variable which has been largely 
ignored in studies evaluating processes and outcomes associated with organising 
nursing care in different ways, and its effects on autonomy and influence are little 
understood. Studies concerned with identifying ward conditions in which optimal 
quality of care is achieved have focused primarily upon ward staffing characteristics 
and systems of nursing organisation. This discussion of the role of clinical specialty 
vis-a-vis nursing processes and outcomes of care initially examines the effects of 
clinical specialty in a wider context, before focusing down on autonomy and 
influence.
Evidence of a lack of recognition of the varied nature of nursing work carried out 
within different clinical specialties is apparent in nursing manpower planning tools, 
where ward clinical specialty does not appeal' as a parameter in any of the nursing 
management information systems, which aim to supply ward specific staffing and
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workload information. Efforts have been made in some studies comparing nursing 
organisational systems to match study wards according to clinical specialty (e.g. 
Martin & Stewart, 1983). This has had the effect of removing or 'controlling out' the 
effects of clinical specialty from the research analysis, so that the contribution of this 
variable to processes and outcomes of care remains unknown.
Studies which have examined the overt effects of ward clinical specialty on care 
processes and outcomes have conflicting findings. Recent research suggests that 
ward clinical specialty explains less variation in process features of nursing than the 
prevailing hospital ethos of care. Walby et al (1994) found differences between the 
quality of team working between doctors and nurses in different clinical specialties to 
be less marked than differences between hospital sites. Carr-Hill et al (1992), while 
paying no attention to clinical specialty in selecting their sample of wards, found no 
consistent differences between wards of different clinical specialty when assessing the 
relationship between clinical grade mix and quality of care provided for patients; but 
this was only a small study of 15 wards.
There is however past sociological evidence which suggests that designated ward 
clinical specialty is a key factor in determining the nature of multi-disciplinary 
working relationships and nurses' job satisfaction; links between the latter and nurses' 
perceptions of autonomy were discussed in Chapter Two. These two features of the 
work environment are both perceived to affect the quality of care provided for 
patients within a ward (Adams and Bond, 1995a; Mackay, 1991; Elander & 
Hermeren, 1991; Cavanagh, 1992). Coser (1963) in the USA found that nurses 
working in an acute ward setting experienced less alienation compared with nurses 
working in the rehabilitation ward in the same hospital. She attributed this to greater 
complexity in the work role sets of nurses in the acute ward, which provided 
opportunities for greater multi-disciplinary contact of a more stimulating nature. In a 
UK study, Parkes (1980) found higher levels of depression and anxiety amongst
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student nurses working in medical wards, compared with students allocated to 
surgical wards. This was believed to be associated not only with individual 
differences between nurses, but related to the nature of nursing work and specific 
demands within specialties, and cultural features of specialty nursing, as well as 
specialty-specific methods of care organisation.
More recently, sociological analysis of the power relationships existing amongst 
the multi-disciplinary health care team in the acute sector, has suggested that different 
power balances operate within different clinical specialties (Mackay, 1990). Where 
the need for medical intervention is low and the need for nursing skills high, as in 
care of the elderly, but also to a certain extent in general medical wards, nurses 
develop greater self-confidence and autonomy in their practice, and nurses and 
doctors are more likely to collaborate as equals. Work carried out in the Oxford 
Nursing Development Unit (NDU) and the John Radcliffe Hospital, Oxford, provides 
clinical evidence to support this argument, where nurses operating the devolved 
primary nursing system demonstrated their ability to develop increased autonomy and 
professional work practices in medical and care of the elderly wards (Pearson et al, 
1992; Titchen & Binnie, 1995). On the other hand, where medical intervention is 
high, as in surgery and orthopaedics, nurses' skills are more likely to be overlooked 
and devalued.
Current research which examines how nurses make decisions, also underlines the 
importance of the clinical specialty within which nurses work. Significant differences 
were found in the sources and types of information nurses used in clinical decision­
making in surgical and medical wards (Lamond et al, 1996). This research highlights 
the varied nature of nursing work in different specialty settings, and the different 
domain-specific knowledge and skills which nurses need to acquire to function 
effectively within them.
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This chapter examines empirical associations between ward clinical specialty and 
nurses' perceived influence and autonomy, as measured by the developed scales, to 
establish whether or not clinical specialty is a key variable to be taken into 
consideration when examining differences in nurses' experience of autonomy and 
influence.
10.2 Study Method
In order to conduct a systematic analysis of the effects of ward clinical specialty 
on nurses' perceptions of autonomy and influence, data collected from the nationally 
representative sample of acute hospital wards was analysed (see Chapter Four). 
Sufficiently detailed information about a wide range of objective ward characteristics 
and practices, and clinical specialty, was available from 83 of the 100 wards in 17 
hospital trusts in 7 Regional Health Authorities. Wards were drawn from across the 
range of medical specialties, and represent a good balance between medicine and 
surgery; the two dominant types of wards. Information was collected using the Ward 
Profile (WP), which was developed in order to describe objective features of wards 
and aspects of nursing practice (see Chapter Four).
A detailed examination of data relating to ward nursing practices and patterns of 
resource allocation was carried out, in order to establish the appropriateness of 
combining wards of similar clinical specialty into one group for the purposes of the 
analysis, e.g. combining care of the elderly and medical wards as one group. This had 
the advantage of creating a small number of ward groupings comprising larger 
numbers of wards, which facilitated the analysis. Similarities in most aspects of ward 
life were found to exist between acute care of the elderly and medical wards, and 
between gynaecological and surgical wards. Acute care of the elderly wards (N=5) 
are included under the heading of 'medical' wards for the purpose of the analysis, and 
gynaecological wards (N=7) are included as. 'surgical' wards. Orthopaedic wards
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however appeared to be systematically different to surgical wards in many key 
respects, so that 'orthopaedics' was maintained as a separate ward grouping in the 
analysis. Table 10.1 profiles the study sample by clinical specialty, indicating that 
roughly equal numbers of medical and surgical wards were represented in the 
analysis.
Table 10.1 Profile of the study sample by designated ward clinical specialty
Medical Specialty Number of Wards Number of Nurses
Medicine 33 257
Surgery 37 252
Orthopaedics 13 83
Total= 83 (100%) 592 ( 100%)
10.3 Clinical Specialty and Nurses' Perceptions of Autonomy and Influence
Analysis of the variance in nurses' scores on the autonomy and influence scales 
across the three clinical specialties was examined, along with mean scores achieved 
within each specialty. The results of these analyses are presented in Tables 10.2 and 
10.3.
Table 10.2 Statistically significant differences in nurses' autonomy and influence 
scores between clinical specialties
Name of Scale Source DF Sum of 
squares
Mean
squares
F ratio F prob.
Influence over between groups 2 24.09 12.04 .96 NS
ward human within groups 589 7423.63 12.60
and financial total 591 7447.71
resources
Influence over between groups 2 101.26 50.63 1.68 NS
the timing of within groups 589 17771.24 30.17
ward and total 591 17872.50
patient events
Influence over between groups 2 308.33 154.17 2.47 .09
ward within groups 589 36829.10 62.53
management total 591 37137.43
Autonomy between groups 2 5.48 2.74 .30 NS
within groups 589 4733.86 9.12
total 591 4739.33
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The results presented in Table 10.2 demonstrate no statistically significant 
associations between ward clinical specialty and nurses' perceptions of influence at 
the p<.05 level. This suggests that in general clinical specialty makes no difference to 
the amount of influence nurses perceive themselves to have. Examination of nurses' 
mean scale scores (see Table 10.3) demonstrates a slight tendency for nurses in 
medical wards to perceive themselves to have more influence over ward staffing and 
budgets compared with nurses in the other two specialties; and to have somewhat 
more influence over ward management (22 .8), compared with nurses working in both 
surgical (21.1) and orthopaedic wards (20.4).
Table 10.3 Mean autonomy and influence scores obtained by nurses working in 
different clinical specialties
Name of Scale Medical Surgical Orthopaedic Total Sample
Influence over 
Ward 
Management
22.8 
(SD 7.9)
2 1 . 1  
(SD 8.1)
20.4 
(SD 6.8)
21.7 
(SD 7.9)
Influence over 
the Timing of 
Ward and 
Patient Events
18.7 
(SD 5.1)
19.5 
(SD 5.7)
19.6 
(SD 5.8)
19.1 
(SD 5.5)
Influence over 
Ward Human 
and Financial 
Resources
7.7
(SD 3.7)
7.4 
(SD 3.6)
6.8 
(SD 3.4)
7.4 
(SD 3.5)
Autonomy 23.8 
(SD 2.8)
23.7 
(SD 3.2)
24.0 
(SD 2.8)
23.7 
(SD 3.0)
% wards 40 45 15 100
The association between ward clinical specialty and nurses' perceived autonomy 
is not statistically significant at the p<.05 level (see Table 10.3), suggesting that 
different clinical specialties provide nurses with no variation in opportunities for the 
exercise of autonomy.
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10.4 Conclusion
This chapter has focused upon identifying systematic differences between acute 
hospital wards of different designated clinical specialty: medical, surgical and 
orthopaedic wards, with a view to establishing whether or not clinical specialty is a 
variab le  which needs to be taken account of in relation to assessing opportunities for 
the exercise of autonomy and influence in nursing.
Analysis of the relationships between ward clinical specialty and nurses' scores 
obtained on the autonomy and influence scales demonstrated no statistically 
significant relationships at the p<.05 level, suggesting that in general the clinical 
specialty context within which nurses practice, makes no difference to the amount of 
power they perceive themselves to have. The only exception to this is in relation to 
nurses' perceived influence over ward management, where a near significant result 
was obtained (p=.09), where medical wards were seen to be more conducive to the 
exercise of influence in this sphere of ward life. These empirical findings do not 
provide support for the contention expressed in Mackay's (1990) qualitative work, 
which suggests that different power relationships exist between nurses and medical 
staff in different clinical specialties.
The analysis presented in this chapter does not support the inclusion of ward 
clinical specialty as a key variable in future empirical studies examining power 
relationships in nursing. Chapter Nine has shown that types of nursing organisational 
system explain more variation in nurses' perceived autonomy, and therefore represent 
a more important variable for inclusion in future studies. Examination of the 
relationship between ward staffing characteristics, the other major focus of studies 
concerned with processes and outcomes of nursing care, and nurses' autonomy and 
influence is the subject of the next chapter.
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CH APTER ELEVEN
WARD STAFFING CHARACTERISTICS, AUTONOMY AND INFLUENCE 
11*1 Introduction
The purpose of this chapter is to examine how nurses' opportunities for the 
exercise of autonomy and influence are affected by ward staffing characteristics. 
Lack of appropriate staff was seen as the key stumbling block to the provision of 
effective care in the qualitative interviews with nurses working in acute hospital 
wards, discussed in Chapter Six, Nurses considered themselves to have insufficient 
influence over controlling levels of ward staffing and staffing budgets; which in turn 
undermined the quality of care provided for patients, and the operation of devolved 
organisational systems, believed to enhance nurses' autonomy. To date there have 
been no empirical studies which test links between ward staffing characteristics and 
nurses' perceived autonomy and influence.
Yet human resource management questions about how many staff are needed in a 
ward, the range of skills or clinical competencies required, and how best to organise 
staff to provide effective care, have been the focus of much research over many years, 
and continue to present a challenge for health service managers. Indeed, since the 
introduction of the internal market within the health seivice, and the transition of 
many hospitals into self-governing hospital Trusts, the pressure to establish what 
constitutes an effective ward staff, within prevailing financial constraints, has greatly 
increased. Health seivice managers lack sufficient guidance about setting parameters 
for ward nursing establishments and staffing budgets. Research shows that historical 
precedent as opposed to empirical research plays a major role in staffing decisions 
(Procter, 1992).
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Before discussing relationships in the data between ward staffing characteristics 
and nurses' perceptions of autonomy and influence, relevant staffing literature will be 
reviewed. This section examines the issues of staff numbers, clinical grade mix and 
ward staff stability in relation to the provision of nursing care. The literature is 
characterised by a lack of synthesis about the combined effects of staffing 
characteristics and systems of nursing organisation on nurses' autonomy and 
influence.
11.2 Ward Staffing and Processes and Outcomes of Nursing Care 
11.2a Numbers o f  Nurses
While the results of the qualitative study highlighted an association in nurses' 
minds between numbers of nurses available to provide care and nurses' ability to 
control their practice; few researchers have concerned themselves with forging 
empirical links between staffing and autonomy and influence in nursing. There is 
however an extensive literature linking number of nurses available to provide care to 
a wide range of care processes and outcomes.
Early studies concerned with staffing and nursing effectiveness at ward level 
focused primarily upon numbers of nurses required to provide care. Influenced by the 
scientific management approach to work analysis and staffing, nursing research in this 
area focused upon analysing nursing tasks and the time taken to complete them (e.g. 
Auld, 1976). This provided a basis for calculating numbers of whole time equivalent 
nurses needed to complete the tasks which were perceived to make up ward nursing 
work. Focusing upon patient dependency measures has provided another, more 
enduring, approach to quantifying nursing work and numbers of staff needed to carry 
it out (e.g. Halevi & Ron, 1976; Ball, Goldstone & Collier, 1984). The analysis of 
ward tasks and patient dependency have been used as proxy measures of nurses'
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workload, and remain central to current thinking about the size of ward staffing 
establishments, despite evidence that nurses' perceptions of workload are highly 
subjective and reflect only care needs which can be met within existing staffing 
constraints (Procter, 1992). The belief that a successful formula can be found for 
matching workload with appropriate numbers of nursing staff has underpinned the 
development of nurse management information systems, which are still widely used 
in acute wards within the NHS. Doubt has been cast upon their efficacy however, 
primarily due to nurses' having insufficient time to customise staffing and workload 
measures sufficiently for use in the local setting (Jenkins-Clarke, 1992), and because 
such activity represents an additional form of work, which is not integral to the 
provision of nursing care (Procter, 1995).
The variety of nurse management information systems available suggests that 
there are no simple solutions for predicting numbers of nurses required; but rather that 
many complex factors have to be taken into account. The author is unaware of any 
studies exploring the effects of over-provision of staff at ward level, suggesting that 
such conditions are rare and/or unproblematic; instead the focus of much research, 
discussion and anecdotal writing in nursing is on low staffing levels. Research 
findings suggest that low numbers of staff have negative effects upon the quality of 
care provided for patients, undermine systems of care organisation which rely upon 
continuity and close nurse/patient relationships, decrease nurses' job satisfaction and 
increase stress (Adams & Bond, 1995b; Procter, 1989; Cavanagh & Coffin, 1992).
While there is a lack of empirical work linking staff numbers to autonomy and 
influence, there is work which links staff numbers to job satisfaction. Chapter Two 
has highlighted a close relationship between nurses' job satisfaction and autonomy in 
nursing literature, which is supported by the findings presented in Chapter Eight. 
This being the case, low staff numbers are similarly expected to undermine nurses' 
perceptions of autonomy and influence in the -same way that they undermine nurses'
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perceptions of job satisfaction. There remains a need for more systematic evidence 
about the effects of employing variable numbers and grades of nurses on a wider 
range of care process and outcome measures.
11.2b Clinical Grade Mix
A major focus of recent research and debate has been the aggregate effects of 
individual nurse competencies on effectiveness at ward level; yet while literature 
reviewed in Chapter Two postulates a relationship between competency and 
autonomy, there is as yet a lack of empirical work examining the relationship between 
competency and nurses’ autonomy and influence. There has been emphasis on the 
need to articulate ward staffing requirements in terms of skill mix (e.g. DHSS, 1986). 
Definitions of skill mix are available (e.g. Gibbs et al, 1990), however there are no 
standard practice ways of measuring nurses' competence or experience, so that 
evaluating the effects of different skill mixes on processes and outcomes of care 
remains problematic. A proxy measure for skill mix has been examination of the 
effects of clinical grade mix. This was the approach used by Carr-Hill et al (1992), 
who found a positive association at ward level between higher clinical grades and 
higher quality of care provided for patients.
Since appropriate measures of competency are lacking, this study also uses 
clinical grade mix as a proxy measure, and will explore associations between clinical 
grade mix and nurses' perceptions of autonomy and influence. This will provide 
further evidence about the role of clinical grade mix in care provision, as the study 
takes a different approach to that adopted by Carr-Hill et al (1992), whose work was 
based on observational data. It is expected that high grade mix, i.e. where there is a 
high percentage of qualified nursing staff of clinical grades C and above in the ward 
establishment, will be associated with higher levels of perceived autonomy and
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influence at ward level. The effect of individual nurses' clinical grades will be 
controlled for when examining this association.
11.2c Stability
Another important staffing characteristic which has been explored in nursing 
research is ward staff stability. Sickness absence and staff turnover are both measures 
of stability, and both have been linked to nurses' job satisfaction, perceived work 
stress, staff numbers and seniority, and functional nursing (e.g. Cavanagh, 1992; 
Clark, 1975; Hoare, 1985; Fretwell, 1982); but again, no links have been made 
between ward staff stability and nurses' autonomy and influence. Sickness absence is 
said to increase as staff numbers increase, because nurses feel that their contribution 
to ward care provision is less vital and less valuable, while individual nurses' sickness 
absence decreases with increased responsibility and seniority (Clark, 1975). Job 
satisfaction is negatively correlated with staff turnover, while stress, low staffing 
resources and functional nursing are associated with increased staff turnover 
(Cavanagh & Coffin, 1992; Cavanagh, 1992; Robinson et al, 1991; Persson et al, 
1993). The emphasis in the literature has been on viewing these aspects of stability as 
outcome measures associated with nurses' reactions to their work. There is evidence 
to suggest however, that staff instability may have a significant impact on processes 
and outcomes of care. Research and anecdotal writing about systems of nursing 
organisation, highlight how systems which rely on continuity of the principal 
caregiver are undermined by high staff turnover and the use of temporary staff, as 
well as low numbers, so that poorer quality care is provided for patients (e.g. Procter, 
1989). These same systems, particularly primary nursing, emphasise the importance 
of building up close nurse/patient relationships, which are said to enhance nurses' 
autonomy.
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The qualitative phase of this research demonstrated the importance attached by 
nursing staff to a degree of stability in relation to the social aspects of work 
organisation: creating cohesion amongst peers and developing effective working 
relationships (Adams & Bond, 1995b). Findings presented in Chapter Eight highlight 
strong associations between nurses' perceptions of autonomy and the quality of ward 
working relationships. These social features of ward life were also found to be 
associated with perceived standards of professional nursing practice (Adams & Bond, 
1995a). In the qualitative study, nurses reported that substitution practices, i.e. using 
bank, agency or nurses borrowed from other wards was of limited value when wards 
were short staffed. Such nurses are 'outsiders' to the ward culture and practices, do 
not know patients' needs, and require substantial support, which was experienced as 
an additional pressure by existing ward staff, and undermined their sense of control 
over nursing practice.
The practice of staff substitution is widespread throughout the NHS. Procter 
(1995) reports that staffing levels are so tight that bank and agency staff are used even 
in Nursing Development Units (NDUs), as a strategy for ensuring that permanent 
ward staff are released for staff development activities. With increased emphasis 
being placed on educational development, following the introduction of the United 
Kingdom Central Council's (UKCC's) Post-Registration Education and Practice 
(PREP) initiative, it seems likely that staff substitution practice will remain a 
permanent feature of acute ward nursing unless staff release time is built into staffing 
establishments.
While the effects of staff instability on service provision and maintenance of an 
adequate nursing workforce at the macro level are well documented (e.g. McLure et 
al, 1982), there is little empirical evidence available about its effects at the micro 
ward level. The findings discussed above highlight the importance of examining its 
effects on a wide range of processes and outcomes of care, as well as identifying
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factors which create staff instability. Identification of the separate effects of different 
forms of instability, e.g. staff turnover, sickness absence and staff substitution 
practice is also of vital importance for health service managers. The purpose of this 
chapter is to identify the effects of staff instability on nurses' experience of influence 
and autonomy. It is predicted that where instability is high, autonomy and influence 
will be low; because a strong association was demonstrated between autonomy, and 
to a lesser degree influence, and the cohesiveness of ward nurses in Chapters Seven 
and Eight. Achieving autonomy and influence depends in part upon a stable 
workforce.
11.3 Study Method
In order to examine the relationship between staffing characteristics and nurses’ 
perceptions of autonomy and influence, a range of measures associated with nursing 
staff characteristics in acute hospital wards were developed: nurse/bed ratio, staff 
turnover, sickness absence rates, and staff substitution rate (i.e. level of usage of bank 
and agency nurses). Two measures of grade mix were also developed: the percentage 
of staff of clinical grades C and above in the ward establishment, and the percentage 
of staff of clinical grades E and above. These measures are derived from detailed 
information collected from ward managers about the nationally representative sample 
of acute hospital wards, and analysed in conjunction with data collected from nurses 
of clinical grades C and above who work on day duties in them, see Chapter Four. 
Sufficiently detailed staffing data for the subsequent analyses were available from 72 
wards in the study sample.
The Ward Profile (WP) was developed in order to describe ward staffing 
characteristics and other objective features of wards and aspects of nursing practice. 
Typically, information about ward staffing establishments, sickness and absence rates 
was not readily to hand for sisters and charge- nurses, and if they were, took a long
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time to collate. These data were therefore obtained from the next level of manager 
and/or the Personnel Department, depending on local circumstances. A separate 
questionnaire, The Managers' Questionnaire (MQ), was used to collect data about 
ward staffing and absence (see Chapter Four).
11.4 Nurse/Bed Ratio, Autonomy and Influence
The ratio of nurses to beds within a ward ranged from between 0.4 nurses per bed 
(i.e. one nurse to 2.5 beds), to 1.4 nurses to each ward bed. The mean ward ratio of 
nurses to beds was 0.7.
Table 11.1 Pearson correlation coefficients between nurse/bed ratio and nurses' 
perceptions of autonomy and influence
Name of Scale Correlation Coefficient Level of Significance
Influence over Ward 
Management
0.09 p<.05
Influence over the Timing 
of Ward and Patient 
Events
0.04 NS
Influence over Ward 
Human and Financial 
Resources
0.05 NS
Autonomy 0.09 p<.05
N= 72 wards
As expected, Table 11.1 shows that nurse/bed ratio is linked to nurses' perceptions 
of autonomy and to one sphere of influence; namely influence over ward 
management. Pearson correlation coefficients between nurse/bed ratio and 
'autonomy' (0.09) and between nurse/bed ratio and 'influence over ward management' 
(0.09), were not high, but were both statistically significant at the p<.05 level. These 
results indicate that the higher the nurse/bed ratio, the higher will be nurses' 
perceptions of autonomy and having control over ward management. Nurse/bed ratio 
was not found to be associated with nurses' influence over the timing of ward and 
patient events or nurses' influence over ward human and financial resources. This 
highlights that while a higher nurse/bed ratio empowers nurses in their clinical
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practice at the ward level; it does not affect nurses' influence where it interfaces with 
higher and parallel levels of the hospital organisation, in relation to controlling 
staffing resources or ward multi-disciplinary working patterns.
While links between work stress, job satisfaction, quality of care and numbers of 
nurses have been made in nursing literature before (e.g. Adams & Bond, 1995b; 
Cavanagh & Coffin, 1992); the effects of variable numbers of nurses on nurses' 
autonomy and influence have not previously been documented. Employing adequate 
numbers of nurses to provide care is clearly beneficial for nurses, as it enhances their 
perceived freedom in clinical practice and their ability to control then* work.
11.5 Clinical Grade Mix, Autonomy and Influence
Clinical grade mix was defined primarily by the percentage of ward staff of 
clinical grades C and above; denoting the percentage of qualified as opposed to 
unqualified nursing staff within a ward. In addition, the percentage of ward staff of 
clinical grades E and above was also used in the analysis, to provide an alternative 
measure of clinical grade mix. The percentage of staff of clinical grades C and 
above ranged from 56% to 100% in the study sample of wards, the mean percentage 
being 83%. The percentage of staff of clinical grades E and above ranged from 24% 
to 88%, the mean value being 46%.
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Table 11.2 Partial correlation coefficients between nurses' autonomy and
influence scale scores and measures of ward grade mix, controlling for 
individual nurses' clinical grades
Name of scale Correlation 
coefficient 
with % of 
staff of grades 
C and above
Significance
Level
Correlation 
coefficient 
with % of 
staff of grades 
E and above
Significance
Level
Influence over 
ward human 
and financial 
resources
0.18 pc .001 0.04 NS
Influence over 
the timing of 
ward and 
patient events
0.09 pc.05 0.05 NS
Influence over 
ward 
management
0.14 pc .001 0.04 NS
Autonomy 0.00 NS -0.05 NS
N= 72 wards
Clinical grade mix was associated with nurses' perceptions of influence in all 
spheres of ward life, but not with autonomy (see Table 11.2). Pearson correlation 
coefficients were not high, but associations between grade mix, after controlling on 
individual nurses' clinical grades, and all spheres of influence were significant at the 
p<.05 level. These results demonstrate that the higher the percentage of nurses of 
grades C and above in a ward, the higher are nurses' perceptions of influence over all 
aspects of ward life. The same did not apply when examining the relationship 
between influence and the percentage of ward staff of clinical grades E and above 
however, which was contrary to expectations. This suggests that in order for nurses 
to have influence, wards need a 'critical mass' of qualified staff. The lack of 
association between grade mix and nurses' autonomy was not expected. It appears 
from the above analysis, and that presented in Chapter Nine, that type of nursing 
organisational system employed, and the ward nurse/bed ratio has a greater impact on 
nurses' perceptions of autonomy than nurses' grade mix within a ward.
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These results demonstrate that where clinical grade mix is high, all ward nurses 
perceive themselves to be more empowered; and further that ward level aggregation 
of clinical grade mix has an effect over and above that of individual nurses' clinical 
grades, on their perceptions of influence.
11.6 Staff Stability, Autonomy and Influence
11.6a Use o f  Bank and Agency Nurses
The majority of wards in the sample (72%) used bank and agency nurses more 
than once a week, 43% of wards used them once or twice per week, and 38% of 
wards used them three or more times per week. Analysis of variance demonstrated 
that use of these temporary staff was significantly associated with nurses' perceptions 
of autonomy (p<.05), and that while no significant associations exist between use of 
temporary staff and influence over ward management and ward human and financial 
resources; the association between use of temporary staff and 'influence over the 
timing of ward and patient events' approached statistical significance (p=.06, see 
Table 11.3).
Analysis of nurses' mean influence and autonomy scale scores broken down by 
the frequency with which the wards employ bank and agency nurses, demonstrates a 
consistent pattern. Where usage of these staff is lowest, nurses' perceptions of 
autonomy and influence are highest, (see Table 11.4). While these findings suggest 
that the presence of high numbers of bank and agency staff working in a ward on a 
regular basis undermines both nurses' sense of freedom vis-a-vis clinical practice, and 
their control over events taking place in the ward; it must be borne in mind that the 
difference between mean scale scores is very small.
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Table 11.3 Analysis of variance of nurses' autonomy and influence scores by 
ward usage of bank and agency nurses
Name of Scale Source of 
variation
Degrees
of
freedom
Sum of 
squares
Mean
squares
F ratio F prob­
ability
Influence over between groups 2 7.06 3.53 .26 .77
ward human within groups 503 6711.34 13,34 (NS)
and financial total 505 6718.40
resources
Influence over between groups 2 172.01 86.00 2.88 .06
the timing of within groups 503 15046.46 29.91 (NS)
ward and total 505 15218.47
patient events
Influence over between groups 2 179.51 89.75 1.42 .24
ward within groups 503 31732.86 63.09 (NS)
management total 505 31912.37
Autonomy between groups 2 70.67 35.34 3.97 .02
within groups 503 4475.16 8.90
total 505 4545.83
Table 11.4 Nurses' mean influence and autonomy scale scores by ward usage of 
bank and agency nurses
Name of Scale Low usage 
(once a 
fortnight or
less)
Average usage 
(1-3 times per 
week)
High usage 
(more than 3 
times per 
week)
Total Sample
Influence over 
the timing of 
ward and 
patient events
19.8 
(SD 5.4)
19.4 
(SD 5.7)
18.4 
(SD 5.3)
19.1 
(SD 5.4)
Influence over 
ward 
management
22.8 
(SD 7.6)
21.5 
(SD 8.2)
21.4 
(SD 7.9)
2 1.8  
(SD 7.9)
Influence over 
ward human 
and financial 
resources
7.6 
(SD 3.6)
7.6 
(SD 3.9)
7.4 
(SD 3.3)
7.5 
(SD 3.6)
Autonomy 24.4 
(SD 3.2)
23.6 
(SD 3.0)
23.4 
(SD 2.8)
23.7 
(SD 3.0)
% wards 27 41 32 100
11.6b S taff Turnover
Ward leaders were asked about numbers of permanent staff leaving and joining 
the ward in the previous 12 months. Wards lost between 4 and 9 permanent members
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of ward staff during the specified period, the mean value being 6; and gained between 
4 and 10, with again a mean value of 6 . While these aggregated figures indicate that 
staffing levels within the study sample of wards remained more or less constant over 
the twelve month period, analysis demonstrated much individual variation between 
wards. Information about permanent members of ward staff leaving and joining was 
therefore combined to create a ward staff turnover variable, whose values ranged 
between -2 , (i.e. where on balance wards experienced a deficit of 2 permanent staff 
members in the last twelve months), to +3 (i.e. where on balance wards gained an 
additional 3 permanent staff members in the last twelve months).
No significant associations were found between staff turnover and nurses' 
perceptions of autonomy or influence, or indeed between number of staff changes and 
autonomy and influence; however when staff losses and staff gains were analysed 
separately, 'autonomy' was found to be significantly but negatively associated with 
staff gains in the last twelve months. In Chapter Eight, nurses’ length of ward seivice 
was found to be positively associated with 'autonomy', so that in examining the 
association between staff gains and 'autonomy', the effects of individual nurses' length 
of ward seivice was controlled for. The partial correlation coefficient obtained was 
-0.15 (p=.02), indicating that new staff joining a ward tend to undermine the 
experience of autonomy of nurses already in post.
The result related to staff gains is particularly interesting, and not as predicted. 
The above analysis of staff numbers demonstrates a positive association between 
nurse/bed ratio and ‘autonomy1, so that one might expect a similarly positive 
association between staff gains and 'autonomy'. However, the partial correlation 
coefficient obtained demonstrates a negative effect on nurses' perceptions of 
autonomy associated with staff gains. It appeal’s that the addition of new ward staff is 
disruptive for existing staff, and undermines the existing sense of freedom and control 
over practice which nurses have built up over time. This result remained constant
203
when controlling for the effects of staff losses. The benefits of improving the ward 
nurse/bed ratio may be undermined initially by the more potent and disruptive effects 
of staff instability associated with new staff joining the ward establishment.
11.7 Conclusions
This chapter has provided a systematic review of relationships between ward 
staffing characteristics and nurses' perceptions of autonomy and influence. Both 
'autonomy' and 'influence over ward management' were significantly and positively 
correlated with the nurse/bed ratio: nurses working in wards with a higher nurse/bed 
ratio perceive themselves to have more autonomy and influence over this aspect of 
ward life. Nurses' scores on all three of the influence subscales were positively 
correlated with clinical grade mix. Nurses working in wards with a higher grade mix 
perceive themselves to be significantly more influential in all areas of ward life 
compared with nurses working in wards with a less 'rich' grade mix. Both autonomy 
and influence over the timing of ward and patient events were found to be 
undermined by high usage of bank and agency nurses, and the number of staff gains 
in the last twelve months were found to undermine nurses' perceptions of autonomy.
Two key findings emerged. The first is that ward staffing characteristics explain 
variations in both nurses' perceptions of autonomy and influence, but systems of 
nursing organisation do not. While the analysis presented in Chapter Nine 
demonstrated a significant association between type of organisational system and 
'autonomy', where nurses practising the 'devolved' type perceived themselves to be 
more autonomous compared to nurses practising the other two types of system; type 
of ward organisational system failed to explain any variation in nurses' perceptions of 
influence. The analysis presented in this chapter however provides evidence of 
significant relationships between staffing characteristics and nurses' perceptions of 
influence and autonomy. This suggests that it will be important to redress the balance
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in future nursing research, shifting the focus of enquiry onto staffing characteristics, 
and away from nursing organisational systems, which have preoccupied researchers 
in the profession for so long.
Secondly, the above findings highlight the importance of staff stability as a key 
ward condition for the development of autonomous practice in nursing, and for nurses 
being able to exercise control over multi-disciplinary working and ward 'traffic'. Staff 
stability is important for the development of effective working relationships (Adams 
& Bond, 1995b). Employing bank and agency nurses on a regular basis undermines 
the development of such relationships, with detrimental effects upon nurses' 
perceptions of autonomy and influence. Employing adequate numbers and a 
sufficiently 'rich' grade mix of permanent nurses within wards has been shown to have 
positive effects upon the amount of autonomy and influence nurses perceive 
themselves to have. Commitment to developing stable ward nursing staff 
establishments with these characteristics appears a more fruitful strategy for health 
service managers, which will benefit patients, nurses and the hospital alike, compared 
with employing temporary staff on a regular basis. These findings also suggest that 
employing nursing staff on short term contracts will have a detrimental effect upon 
standards of care in the longer term, because the opportunity to develop effective 
working relationships does not exist within such a staffing strategy.
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CH APTER TW ELV E
Existing analyses of the nature of autonomy in nursing have focused primarily 
upon examining the effects of macro level social, political and historical elements in 
explaining nurses' experiences of autonomy (Witz, 1992; Macdonald, 1995; Davies, 
1995). Typically these analyses have focused upon the five types of autonomy 
identified by Walby et al (1994), namely: economic, political, technical, recruitment 
and training, and disciplinary autonomy; as well as considering autonomy associated 
with ethical responsibility (Holden, 1991), and associated with the possession of 
specialised expertise (Katz, 1969; Simpson & Simpson, 1969). In much of this work 
the emphasis has been on assessing nurses as an occupational group against accepted 
criteria associated with professional status, where the possession of autonomy is 
viewed as the 'hallmark' of success.
However the discussion in Chapter Two questioned the relevance of seeking to 
understand nursing autonomy according to criteria derived from studies of 
occupational groups with different motivations and ambitions; and explored 
conceptualisations of autonomy derived specifically from nursing writing. A 
predominant theme in this literature was the micro level association between 
autonomy and ward organisational practice, an element which is absent in 
sociological analyses of autonomy in nursing, but one which is present in 
management literature related to work organisation. Literature reviewed in Chapter 
Three introduced the concept of influence, an aspect of power, which is largely 
ignored in nursing literature, and sought to analyse nursing's influence and autonomy 
within the framework of the 'managed' NHS of the 1990s. This thesis has assessed 
both autonomy and influence at the micro level of ward care provision, providing the 
opportunity to examine both nurses' sense of freedom and sense of control over their
A UTONOM Y AND INFLUENCE: DRAW ING TH E THREADS T O G E T H E R
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practice, within the changing framework of the new NHS; thereby bringing both 
sociological and management perspectives to bear on an analysis of nursing work. 
The NHS is currently characterised by the dynamic interface between managerial and 
health professionals' agendas and values within Trust hospitals, which is changing 
both the nature of professional working patterns and professionals' status within 
health care.
Acute hospitals have undergone considerable reorganisation since the introduction 
of managerial principles into the NHS following the Griffiths Report (DHSS, 1983). 
Changes that have taken place throughout the 1980s and 1990s have radically altered 
the environment within which health care professionals provide care for patients, with 
the introduction of the internal health care market representing the most significant 
turning point in this process. In practice, this has meant that health care professionals 
now operate within a health service which embraces a mixture of potentially 
conflicting human resource management and business goals. On the one hand, 
entrepreneurship and creativity amongst employees is encouraged, and decentralised 
decision making and increased employee autonomy is considered to provide a 
necessary framework to develop these attributes (Peters & Waterman, 1982); but this 
has to occur within the parameters of the NHS’s increased emphasis on productivity, 
efficiency, effectiveness, and the necessity of providing care within defined budgetary 
limits.
Within this environment of new opportunities and constraints, the potential for 
nurses to develop autonomous practice and influence has been considered. The 
purpose of the research has been to conduct a thorough and systematic analysis of 
nurses' autonomy and influence within the context of the acute hospital ward 
environment, and thereby to develop understanding of nurses' power and control over 
practice at the micro, ward level; an area which has previously been little researched. 
Empirical measures of autonomy and influence have been developed, and used to
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explore their relationships with a wide range of ward organisational features. By 
focusing on four key areas, the analysis has highlighted conditions which are 
conducive to autonomous practice and the exercise of influence in nursing, and those 
which constrain them. The key areas examined are: (i) resource issues in the ward 
care environment, indicative of nursing's relationship with general hospital 
management; (ii) nursing's relationship with other health care professionals; (iii) ward 
nursing organisational practice, and (iv) individual nurse characteristics. After initial 
consideration of nurses' overall perceptions of their autonomy and influence, findings 
will be discussed in relation to each of these four areas, followed by examination of 
ward conditions which support the development of autonomy and influence.
12.1 Nurses' Experience of Autonomy and Influence
In general, the findings showed that nurses perceived themselves to be more 
autonomous than influential. Mean item scores obtained on the three influence scales 
were lower compared with the mean item score on the autonomy scale, and this was 
particularly marked in the scale measuring nurses' influence over ward budgets and 
staffing resources, where nurses had very little influence. This suggests that while 
nurses may experience a sense of freedom in their clinical practice at ward level, they 
lack a matching sense of influence or ability to control management decisions made at 
higher levels of the hospital organisation, which impact on resources available to 
support ward nursing practice. Having control over resources is central to the 
exercise of power within organisations (Weber, 1947; Kirkbride, 1992).
These findings do not support Davey and Poppay's contention (1993) that 
enhanced autonomy goes 'hand in hand' with enhanced influence. Nor do they offer 
support for the idea that nurses may be empowered by nursing's better alignment, 
compared with the medical profession, with current health philosophy, which 
emphasises the importance of care over cuve (Allsop, 1995). The discrepancy
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between nurses' experiences of autonomy and influence indicate that recent changes 
within the NHS have done little to improve nurses' influence at higher levels of the 
hospital organisation, and suggest that nurses have only a very limited ability to use 
the first of the three dimensions of power described in Lukes' typology (1974), 
outlined in Chapter Three. In other words, nurses are rarely successful in prosecuting 
their own objectives and agendas in situations where there is a conflict of interest 
between stakeholders within the acute hospital organisation. Hales (1993) argues that 
lack of influence at higher levels of an organisation devalues autonomy experienced 
in carrying out day to day work, which in this case is nurses' care provision at ward 
level.
The relative lack of nursing influence identified in this research raises doubts 
about the current management rhetoric of empowerment of NHS employees, and 
provides support for Sisson's (1994) cynical interpretation of events. He contends 
that rhetoric about empowerment of employees means in reality, that employees are 
taking on risks and responsibilities which have previously been shouldered by 
management or more senior staff.
12.2 Resource Issues, and Nursing's Relationship with Management
The relationship between ward resourcing issues and nurses' perceptions of their 
influence and autonomy, and, implicitly, nursing's relationship with hospital general 
management, was explored in a number of different ways. Measures of nurses' 
perceptions of the adequacy of the physical environment of the ward within which 
they provide care for patients, including the adequacy of ward staffing related to ward 
workload, were used in the analysis. In addition, nurses' perceptions of autonomy and 
influence were explored within the context of varying ward staffing conditions, which 
included variable staff numbers, clinical grade mix and staff stability.
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The findings of this research demonstrate that both nurses' perceptions of their 
autonomy and influence are associated with the adequate resourcing of care provision 
at ward level. While early sociological writing links control over resources with 
having power within organisations (Weber, 1947), the relationship between autonomy 
and influence and service resources has been given little attention in previous nursing 
research. The findings of the current study provide a detailed analysis of this 
relationship. Where there is a combination of low staff numbers and high staff 
instability, and where the physical environment of a ward is also poor; nurses' 
perceived autonomy is constrained. Nurses' perceived influence is similarly 
constrained by a poor care environment, but particularly where there are low numbers 
of qualified staff within a ward. Contrary to theoretical expectations, nurses' 
autonomy was not found to be associated with a high percentage of qualified nursing 
staff within a ward.
12.2a The Ward Physical Environment
Influence and autonomy were positively correlated with nurses' perceptions of 
ward facilities, ward layout and the quality of ward support services, with only one 
exception (see Table 8.10). In general, the Pearson correlation coefficients are 
moderate however, indicating that while positive perceptions of the ward physical 
environment appear to facilitate nurse autonomy and influence, this aspect of nurses' 
work experience is less important compared to the ward ethos of care and the quality 
of nurses' working relationships, for example. However the correlation between 'ward 
layout' and nurses' influence over the timing of ward and patient events is stronger, 
and demonstrates that ward layout has a key role to play with regard to nurses' 
experience of being in control of this aspect of ward life. The 'ward layout’ scale 
includes items related to the perceived impact of the ward layout on patient safety, 
opportunities for nurse/patient contact, patient surveillance, communication, and 
nurses' time usage.
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12.2b Ward Staffing and Workload
Having sufficient staff to cope adequately with the workload has been identified 
as a ward condition conducive to the development of autonomous practice and the 
exercise of influence. The qualitative study highlighted many problems associated in 
nurses' minds with a lack of staff available within wards to provide care. These 
included compromised quality of care, low staff morale, and an inability to operate 
nursing organisational systems which rely upon staff continuity, such as primary 
nursing; which is believed to provide opportunities for developing autonomous 
practice.
The empirical data supported a link between higher numbers of nurses available 
in a ward to provide care and more nurse autonomy and influence. Nurses' 
perceptions of the balance between ward staffing and the ward workload, within the 
context of the way in which care is organised at ward level, were associated with their 
perceptions of autonomy and influence over ward management. The more equal 
nurses perceive the balance between ward staffing resources and ward workload to 
be, the more autonomy and influence they perceive themselves to have. These 
findings were supported by the ward level data, where a higher nurse/bed ratio was 
found to be positively correlated with nurses' perceptions of autonomy and influence 
over ward management at the p<.05 level.
A high concentration of professionally qualified nursing staff within a ward is 
another ward condition which was associated with nurses perceiving they have more 
influence over all aspects of ward life and resourcing. Given that individual nurses' 
clinical grades are strongly associated with perceptions of autonomy and influence, it 
was expected that aggregate ward clinical grade mix, i.e. the percentage of ward 
nurses of clinical grades C and above, would also affect the ward care environment, 
especially the amount of 'space' nurses' perceive they have to practice autonomously
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and to exercise influence. However, after controlling for the effects of individual 
nurses' clinical grades, no significant relationship was found between ward grade mix 
and nurse autonomy. This was not the case with regard to influence however, where 
correlations between these three scales and ward grade mix remained significant at 
the pc.05 level, after controlling for individual nurse grades.
Ward staff stability was found to be significantly associated with nurses' 
perceptions of autonomy; but not however with influence. Where usage of bank and 
agency nurses was highest, i.e. where they were used three or more times per week, 
autonomy scores were lowest. This suggests that usage of temporary ward nursing 
staff on a regular basis undermines the development of autonomous practice. These 
findings conflict with current NHS human resource management strategy, where there 
is emphasis on enhancing the flexibility of the nursing workforce by retaining a lean 
core staff establishment at ward level, which can be supplemented in times of need 
with peripheral, temporary staff, to whom hospital Trusts have a minimal obligation.
High staff turnover was similarly expected to undermine autonomous practice in 
nursing. Autonomy scores were found to be negatively correlated with the number of 
new staff joining the ward in the last twelve months (-0.15, pc.05), after controlling 
for the effects of length of ward service. This was a surprising finding in the light of 
the association between nurse/bed ratio and nurses' perceptions of autonomy, but 
suggests that new staff joining a ward may be disruptive for existing ward staff, and 
undermine the stable ward conditions necessary for the development of autonomous 
practice.
In summary, these findings suggest that in order for nurses to develop 
autonomous practice and influence, they need to have some input into management 
decisions about the design and equipping of wards, as well as into decisions about 
ward nursing staff establishments. In the current climate of the NHS, where skill mix
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review and the creation of workforce flexibility is firmly on most hospital Trusts' 
human resources management agendas, it appeal's less likely that nurses will be able 
to secure the numbers, calibre or stability of staff necessary for the development of 
autonomous practice and influence.
12.3 Multi-disciplinary Working
In order to achieve devolved decision making authority and enhanced employee 
autonomy within the parameters of commitment to efficiency, effectiveness, and 
remaining within budget; NHS managers now subject health care professionals to a 
system of tighter management controls than they have known in the past, which have 
the potential to undermine professional autonomy. Indeed one particular outcome of 
the NHS reorganisation of acute hospitals has been the weakening of professional 
hierarchies, where management has loosened the vertical chains of command within 
professions and instead placed emphasis on the need for health care professionals to 
work more closely as multi-disciplinary teams, thereby fostering the development of 
team and corporate loyalty as opposed to professional collegiality. This is being 
made manifest through the creation of clinical directorates, single pay spine points 
and terms and conditions for all hospital personnel, regardless of professional 
background or otherwise.
Nurses' autonomy and influence is affected by multi-disciplinary working 
relationships as well as by their relationship with general management. The nature of 
multi-disciplinary working was explored in Chapters Two and Three, and various 
explanations for nurses' lack of professional status within the multi-disciplinary 
framework were discussed. Historical social processes were noted to play a major 
part; nursing's relationship with medicine in particular has been structured by gender 
and class inequalities existing between these two occupational groups (Witz, 1992; 
Macdonald, 1995; Salaman, 1979; Mackay, 1990). As a corollary of these processes,
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nursing has traditionally been conceived of as occupying a subordinate position to 
medicine (Turner, 1991), which continues to affect nursing's formal status within the 
acute hospital context, and also informal working patterns. Walby et al (1994) found 
that in practice nurses are willing to work under the authority of medical consultants, 
and do not experience professional conflict about this. The caring and sometimes 
'dirty' nature of nursing work itself is also conceived of as being problematic in 
relation to achieving autonomy and influence (Abbott & Wallace, 1990).
Nursing's inability to achieve occupational closure has been another reason put 
forward for nurses' lack of professional status, autonomy and influence (Witz, 1992; 
Macdonald, 1995); and this is particularly important in the present NHS climate, 
where role boundaries between nurses and other health care professionals are 
increasingly blurred and fluid. In a complex, evolving socio-technical environment, 
which the acute NHS hospital represents, groups of health care professionals are 
inevitably in competition over the content of work roles, achieving control over skills, 
and for resources to support their work. Nursing's inability to demarcate a niche in 
the labour market undermines nurses' influence and ability to compete successfully 
for resources, which in turn undermines nurses' control over then* own practice.
The effects of working within the multi-disciplinary environment of the acute 
hospital, were examined through assessing the impact of the perceived quality of 
collaboration with other disciplines, and by comparing nurses' perceptions of 
autonomy and influence across three different clinical specialties: medicine, surgery 
and orthopaedics. Previous qualitative research suggests that nurse autonomy can be 
compromised by striving to maintain loyalty to multi-disciplinary colleagues 
(Buckenham & Magrath, 1983; Elander & Hermeren, 1991); and there is also 
sociological evidence of different inter-professional power relationships operating 
within distinctive clinical specialties (Mackay, 1990).
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The empirical data demonstrate that collaborative relationships with medical staff 
have a bigger impact on nurses' perceptions of their autonomy and influence than 
collaborative relationships with other health care professionals. This is as expected; 
findings from the qualitative study indicated that nurses' working relationships with 
other health care professionals ran more smoothly and with less likelihood of friction, 
compared with working relationships with medical staff. The qualitative findings 
also suggest that in order to be more autonomous and influential, nurses have to work 
at developing collaboration with medical staff in particular; and again, this is 
supported by the empirical data. High levels of collaboration with medical staff are 
associated with nurses' perceptions of autonomy and, as expected, the influence they 
have over the timing of ward and patient events. The same trend is evident in relation 
to collaboration with other health care professionals, which is also associated with 
nurses' perceptions of autonomy. No significant correlation exists between multi­
disciplinary collaboration and nurses' influence over ward human and financial 
resources however, indicating, as expected, that this is one area of ward life which 
remains unaffected by nurses' working relationships with health care professionals; 
but which is crucially affected by nurses' relationship with hospital general 
management.
Contrary to expectations, no significant differences in nurses' autonomy and 
influence scores were found when comparing nurses working in different clinical 
specialties. This suggests that the nature of specialty specific nursing work and its 
interface with the specialty specific work roles of other disciplines does not impact on 
nurses' perceptions of autonomy and influence. In other words, the effect on nurses' 
experiences of autonomy and influence of the quality of multi-disciplinary working 
relationships within individual wards, regardless of clinical specialty, may be more 
important than traditional power relationships or opportunities for the exercise of 
power usually associated with working in particular clinical specialties.
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These findings suggest that the development of good collaborative working 
relationships may enable nurses to work alongside medical staff at the local ward 
level on a more equal footing, and that in line with current NHS policy, collaborating 
positively with other health care professionals enhances nurses' sense of autonomy 
and influence as well as facilitating the development of multi-disciplinary teams. 
However, prevailing conditions within the NHS may represent barriers to the 
development of collaborative working, as Walby et al (1994) point out. They identify 
problems associated with what they term the 'time space geography' of acute hospital 
working, characterised by: workload and staffing pressures, minimal inter­
professional contact time, different patterns of patient contact time, different 
geographical patterns of professional working, and general failures in communication. 
Also, intrinsic to the collaboration measures used in the analysis, is the notion of 
respective inter-professional understanding of work roles. The current situation 
where work role boundaries between nurses and other health care professionals is 
unclear and fluid, and indeed under scrutiny and negotiation, may be another barrier 
to the development of collaborative working.
It is a striking finding that nurses' autonomy and two spheres of influence are 
enhanced through collaborative working with medical staff and other health care 
professionals. This is contrary to theoretical expectations, which emphasise links 
between autonomy and exclusivity in health care provision (Freidson, 1970). The 
role of collaboration is not well developed in existing sociological analyses of 
autonomy and influence, but may be an important work process element for less 
powerful occupational groups within organisations, such as nurses. These findings 
are in harmony with those of Walby et al (1994), who found that in practice, nurses 
experience no conflict in accepting the authority of medical consultants over their 
work; and that nurses, medical staff and managers work in a pattern of shifting 
alliances and coalitions to resolve issues, as opposed to operating vertical, 
hierarchical, professional chains of command for support. These findings suggest that
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the erosion of traditional professional hierarchies within the NHS may not necessarily 
undermine nurses' autonomy and influence over resource decisions, so long as they 
are able to participate in health care provision as valued members of multi­
disciplinary teams, with a distinctive role to play.
12.4 Nursing Practice at Ward Level
12.4a Nursing Organisational Systems
One of the key aims of the research was to provide a test of existing 
organisational theory in nursing. Many claims have been made in nursing literature 
that practising devolved ward organisational systems, such as team and primary 
nursing, enhance nurses' autonomy (e.g. Manthey, 1980; Ersser & Tutton, 1991; 
Waters, 1985); yet to date this has not been demonstrated empirically. This may be 
due to a lack of consensus about the operational details of these systems (Giovanetti, 
1986), lack of consensus as to key indicators that a particular system is being 
practised within a ward (Adams & Bond, 1995a), discrepancies between 'ideal' 
descriptions of nursing systems and the realities of ward organisational practice 
(Thomas & Bond, 1990), as well as a lack of empirical measures of autonomy in 
nursing.
By developing a new measure of autonomy and a new typology of nursing 
organisational systems, derived from detailed data about ward nursing practice 
collected from a nationally representative sample of acute hospital wards; this 
research was able to avoid pitfalls identified in previous research, and to test claims 
about a link between autonomy and organisational practice. One of the three types of 
nursing organisational systems identified was 'devolved' practice, characterised by 
high levels of individual nurse responsibility for patient care, which was noted to bear 
a resemblance to 'ideal' descriptions of primary nursing. The other two types
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identified were 'two tier' nursing, characterised by split authority and responsibility 
for care between ward leaders and nurse group leaders; and 'centralised' nursing, 
where ward leaders retained most authority and responsibility for care. The majority 
of wards studied operated the 'two tier' system (76%, n=56), only 11% (n=8 ) operated 
the 'devolved' system, while 14% (n=10) operated the 'centralised' system. Analysis 
of variance of nurses' perceptions of autonomy between these three types of 
organisational system were statistically significant (pc.0 0 1 ), and analysis of the mean 
scores within system types demonstrated that nurses operating the 'devolved' system 
perceived themselves to have the highest level of autonomy.
This finding provides support for the claimed link in nursing literature between 
devolved organisational structures in nursing at ward level and enhanced autonomy. 
While this may be a positive finding which demonstrates that innovations in ward 
nursing practice create greater clinical freedom for nurses, it is a cause for concern 
that no such link was found between organisational practice and nurses' perceptions 
of influence. Autonomy arising out of changes in ward organisational practice 
appears to be constrained and manipulable in nature, and may not affect nurses' 
ability to influence ward resourcing decisions. It is closer to descriptions of 
autonomy found in management literature, as opposed to the more enduring, ’fixed’ 
commodity described in sociological literature; and nurses confuse these two types of 
autonomy. While the 'devolved' system appears attractive, there is a danger that its 
increased use, in the absence of sufficient ward staffing resources, may result in 
nurses being further disempowered. This system of care provision is in line with the 
current NHS emphasis on devolving care responsibilities onto the shoulders of more 
junior nurses, which may mean that nurses are increasingly providing care in the 
absence of a sufficient number of influential senior nurses within a ward. While the 
'devolved1 system may give nurses a sense of clinical freedom initially, in the longer 
term it may erode nursing influence, which is associated with having a sufficiently 
high ward grade mix.
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By contrast, the research findings suggest that duality in a ward's attitude to 
sharing authority and responsibility for care (i.e. operating the 'two tier' system), 
present in 76% of the wards studied, are conditions which most constrain nurses' 
experience of autonomy and influence. The ways in which responsibility and 
authority for patient care were shared amongst the ward nursing staff were found to 
be the most distinctive characteristics of wards, as reflected in the new typology of 
organisational systems. A particular finding was that ward sisters and charge nurses 
retain a firmer grip on power and authority than is described in much current nursing 
literature. This was true of all three types of system identified, but was most marked 
in the type named 'centralised' nursing. This type of system bore a resemblance to 
'ideal' descriptions of functional nursing. Contrary to expectations however, nurses 
operating the 'centralised' system perceived themselves to be more autonomous and to 
have more influence compared with nurses operating the 'two tier system'.
12.4b Ward Ethos o f Care
This research was also concerned with examining relationships between 
individual nurses' perceptions of autonomy and influence and their perceptions of 
other features of the ward organisational environment. Consideration of objective, 
ward level data and individual nurse perceptions, provided a way of more thoroughly 
analysing the relationship between ward conditions and nurses' autonomy and 
influence.
Findings suggest that where ward nursing practice is innovative, and value is 
placed on staff development and operationalising research findings in practice, both 
nurses' autonomy and influence are facilitated. Indeed this appears to be one of the 
most important features of the ward organisational environment in this respect, which 
again concurs with claims made in nursing literature about primary nursing, which is 
generally considered to be underpinned by a philosophy of innovation in care. Both
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autonomy and two of the influence measures were found to be correlated at the 
pc.001 level with measures of the ward ethos of care, (the WOFS subscales 
'professional practice' and ’hierarchical practice'), and the third influence scale 
correlated at the p<.05 level. Indeed the highest Pearson correlation coefficients 
obtained for all three of the influence scales and the autonomy scale, when correlated 
with WOFS subscales, occurred in relation to the 'professional practice' scale (see 
Table 8.10), and this remained unchanged after removing from the analysis the two 
overlapping items in the 'professional practice' and autonomy scale.
By contrast, where the ward ethos of care does not support innovation, and where 
nurses feel that their work is not valued by management and medical staff; 
opportunities for the development of nurse autonomy and influence are curtailed. 
'Hierarchical practice' is also significantly correlated with both autonomy and 
influence at the p<.05 level, but the relationships are all negative. Again, these 
findings are in line with expectations arising out of existing nursing literature, which 
makes implicit links between functional nursing and an unprogressive ward ethos of 
care, and links functional nursing with restricted opportunities for nurses to practice 
autonomously.
12.4c Ward Leadership
The quality of leadership in nursing is believed to be a key determinant of the 
degree of empowerment experienced by nurse practitioners (McDaniel & Wolf, 1992; 
McLure et al, 1982), and this was supported by the research findings, which 
suggested that where ward leaders are able to create a team spirit, nurses are more 
likely to practice autonomously, and to have influence over ward management issues 
and ward human and financial resources. The findings of the qualitative study were 
consistent with this. Nurses perceived that ward sisters and charge nurses, by 
developing good working relationships with hospital management and other health
220
care professionals, were able to create 'space1 for autonomous practice, which was 
available to all ward nursing staff. However good leadership appeal’s to be a less 
important ward condition for the development of autonomy and influence compared 
with the quality of multi-disciplinary working relationships, adequate staffing, and an 
innovative ethos of care.
12.4d Cohesion Amongst Ward Nurses
The analysis demonstrated that the cohesiveness of ward nurses is a vital 
condition associated with autonomous practice and the exercise of influence in all 
areas of ward life. Links between ward nurses' working relationships and autonomy 
are not made explicitly in nursing literature, although devolved systems such as 
primary nursing, which are strongly associated with autonomy, are also believed to 
foster collegial working relationships amongst ward nurses (McMahon, 1990). The 
correlation coefficients between cohesion, autonomy and influence are all positive, 
and in terms of magnitude, they rank as the second highest set of coefficients 
achieved in relation to WOFs measures; after those related to 'professional practice*. 
While the direction of this relationship is not clear, i.e. whether cohesion facilitates 
influence and autonomy or vice versa, it appears very important for ward nurses to 
develop cohesive working relationships, in order to develop autonomous practice and 
the exercise of influence.
12.4e Job Satisfaction
Nurses' job satisfaction has hitherto been believed to be linked to ward 
organisational practice (Blenkarn et al, 1988; Sellick et al, 1983; Mead, 1990; 
Thomas, 1992), and also to the amount of autonomy nurses perceive themselves to 
have (Stamps & Piedmont, 1986; Weissman, Alexander & Chase, 1980); yet to date 
the latter has not been tested empirically. Significant correlations between nurses'
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perceptions of job satisfaction and autonomy were therefore expected, and the 
Pearson correlation coefficient between 'autonomy' and 'job satisfaction' was found to 
be positive and moderately high. Correlation coefficients between job satisfaction 
and the three influence scales are all positive, yet of a lower order of magnitude; so 
that while having more influence is linked with enhanced job satisfaction for nurses, 
the association is not as strong as in the case of autonomy.
12.5 Individual Nurse Characteristics
As expected, perceptions of autonomy and influence were found to be associated 
with the formal clinical grading system, and also with nurses' experience. The higher 
a nurses' clinical grade, the higher their level of perceived autonomy and influence. 
Analysis of variance of nurses' scores on these scales by clinical grade demonsfrated 
results which were all significant at the p c . 0 0 1  level, indicating that although the 
nursing hierarchy within acute hospitals is weakened, nurses' still derive formal 
power from the system. Indeed the link between clinical grade and nurses' influence 
was found to be particularly strong; clinical grade explained around 60% of variance 
in nurses' scores related to influence over ward management and influence over ward 
human and financial resources. The amount of variance explained in autonomy 
scores and 'influence over the timing of ward and patient events' was lower, with 
values of 19% and 14% respectively. Because of this strong association between 
clinical grade and all three of the influence scales and the autonomy scale, discussion 
in this chapter presents all results after controlling for the effects of clinical grade.
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associated with nurses scores on the autonom^andrinfluence scales, independently of
clinical grade. In all cases, the longer a nurses' ward experience or career, the more
autonomy or influence s/he  perceived her/himself to have. These findings were
consistent with those of the qualitative study, which suggested that being on a ward
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for a long period of time and having considerable experience, endows nurses with 
more authority. The results suggest that encouraging nurses to remain in nursing and 
to develop their careers, as well as encouraging stability of nursing staff at ward level, 
are strategies which will enhance opportunities for the development of autonomous 
practice and the exercise of influence.
12.6 Comparing Autonomy and Influence in Relation to Ward Conditions
The analysis has highlighted many similarities between autonomy and influence, 
in terms of their relationships with characteristics of the ward organisational 
environment, and the conditions identified which support their exercise and 
development (see Figures 1 2 . 1  to 12.4). Relationships between autonomy and 
influence and aspects of ward structure, work processes and outcomes presented in 
these figures are conceived of as being two-way, i.e. autonomy and influence affect 
aspects of ward structure, work processes and outcomes, and vice versa. For 
example, in wards where nurses are more influential, it is more likely that they will be 
able to secure a higher ward grade mix, which in turn enhances nurses' aggregate 
influence.
At the individual nurse level, clinical grade and length of ward service have been 
identified as key factors affecting nurses' experience of autonomy (Figure 12.1) and 
two spheres of influence (Figures 12.2 and 12.3); and at the ward level, both 
autonomy and nurses' perceived influence over ward management are significantly 
associated with a high nurse/bed ratio (Figures 12.1 and 12.2). Relationships between 
autonomy and influence and nurses' perceptions of other features of the ward 
organisational environment were also similar, in terms of the rank order of magnitude 
of relationships within groups of WOFS subscales (see Table 8.10). Therefore, in 
order to flourish, it appeal's that autonomy and influence are both dependent on a 
positive ward physical environment, i.e. one that has
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adequate facilities, adequate support services, and that is well designed for care 
provision. Both phenomena are also dependent upon adequate numbers of staff to 
cope with the ward workload; the team-building skills of ward leaders; the quality of 
nurses' collaboration with other health care disciplines and amongst themselves; and 
the calibre of individual nurses, in terms of their formal occupational status and years 
of experience of working within a particular ward.
Important differences were found between the concepts of autonomy and 
influence however, and also between the three distinctive spheres of nurses' influence, 
which Table 8.10 and Figures 12.1 to 12.4 illustrate. While both autonomy and 
influence are similarly associated with nurses' perceptions of the ward organisational 
environment, it is noticeable that Pearson correlation coefficients between these 
features and nurses' perceptions of autonomy are consistently of a higher magnitude, 
compared with those related to influence. This suggests that the exercise and 
development of autonomy is more dependent upon characteristics of ward nursing 
practice and the way in which it is organised, than is the exercise and development of 
influence. Further support for this contention is provided by the significant 
relationship identified between 'autonomy' and types of nursing organisational 
systems (see Figure 12.1); which was not present in relation to influence. 
Additionally, 'autonomy' was also found to be significantly associated with ward staff 
stability, while influence was not. These findings emphasise the ward-based, clinical 
nature of nurses' perceptions of autonomy, which are built up over time and are 
undermined by an unstable ward environment; while the factors most strongly 
associated with influence are different.
Nurses' influence is primarily associated with nurses' formal status within the 
hospital organisation, as denoted by the clinical grading system, and also with the 
number of years of experience nurses have had in clinical practice. While both 
autonomy and influence were found to be significantly associated with nurses' clinical
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grades, a key difference between the two concepts is that most of the variance in 
nurses' scores on two of the influence scales was explained by clinical grade; which 
was not the case in relation to autonomy. Nurses' influence was also found to be 
significantly associated with a higher ward clinical grade mix, after controlling for the 
effects of individual nurses' clinical grades, which suggests that the aggregate effects 
of nurse seniority at ward level have an importance over and above individual nurse 
status. Where there is a higher concentration of professionally qualified nursing staff 
within a ward, nurses are able to exert more influence over ward managerial and 
resource decisions.
Figures 12.2 to 12.4 illustrate the range of internal hospital factors associated with 
nurses' perceptions of the three spheres of influence, and are very similar. Some 
differences are apparent in relation to individual nurse characteristics, staffing 
resources and multi-disciplinary collaboration however. With regard to having 
influence over ward management, both nurses' local, informal power, related to length 
of ward service, and formal power, related to length of clinical career, have 'currency'; 
while in relation to being able to influence the timing of ward and patient events, 
length of ward service is nurses' key resource. By contrast, influencing higher level 
organisational decisions about ward human and financial resources is associated with 
the length of nurses' clinical careers. Figure 12.2 illustrates that nurses' ability to 
influence ward management practice is associated with the nurse/bed ratio, while the 
exercise of influence over decisions made about multi-disciplinary working patterns 
and ward resourcing are unaffected by nursing staff numbers. This latter finding 
suggests that actual staff numbers and staffing needs, do not play a key role vis-a-vis 
nurses' ability to influence decisions made about ward staffing levels. Figure 12.4 
illustrates that unlike influence over ward management and the timing of ward and 
patient events, having influence over ward human and financial resources is not 
associated with the quality of nurses' collaboration with doctors and other health care 
professionals, but only with nurse cohesion. The quality of nurses' working
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relationship with hospital general management is more relevant to this sphere of 
influence.
The above discussion has highlighted differences between autonomy and 
influence; both aspects of nurses' power within the acute hospital environment; but 
nurses have been shown to have generally less influence than autonomy. The 
exercise of autonomy has been shown to be a more flexible, manipulable 
phenomenon, strongly associated with organisational features of the ward 
environment, nursing practice and staffing resources at the local ward level; and 
hence more akin to descriptions of autonomy provided in management literature. 
Influence on the other hand, while affected to a lesser degree by some of the same 
prevailing ward conditions, has been shown to be a more 'fixed' phenomenon, 
associated with the formal rank and status of nurses within the acute hospital 
organisation, and with the length of nurses' clinical careers. Influence, as defined in 
this study, bears similarities to descriptions of autonomy in sociological literature 
associated with professions. Influence is less open to change than autonomy; but can 
be enhanced by securing sufficient numbers of qualified and experienced nurses 
within wards.
This research has demonstrated that not only is nursing's use of the term 
autonomy confused, as there is little effort made in nursing literature to either define 
or separate out the different elements of autonomy; but also that the way in which 
autonomy is conceptualised is very narrow. Without also embracing the concept of 
influence, this research would have presented an incomplete picture of nurses' 
experience of control over, as well as freedom in, clinical practice. Both autonomy 
and influence are vital, dynamic aspects of nurses' power within acute hospitals, like 
two sides of the same coin, and both are vital to professional development, and to 
developing an understanding of the position of nurses within acute NHS Trust 
hospitals.
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CHAPTER THIRTEEN
CONCLUSIONS
This research set out to examine nurses' autonomy and influence within the 
context of the acute ward organisational environment. It has identified the amount 
and the scope of the autonomy and influence nurses' perceive themselves to have, the 
distinctive features of the two phenomena, and factors operating at ward level which 
either constrain or facilitate the development of autonomous practice and the exercise 
of influence. This chapter begins with some methodological reflections, and provides 
a synthesis of the research findings, which are applied to understanding the 
relationship between autonomy and influence, and to testing nursing organisational 
theory. New findings arising out of the work are also summarised, and policy 
recommendations are made in relation to ward organisational practice, human 
resource management in acute hospital nursing, and with regard to nursing's 
professional agenda.
13.1 Methodological Reflections
The strength of the findings of this research rests on the ability of the developed 
scales to accurately measure the concepts of autonomy and influence. Scale items 
were derived and tested with great care. This involved a lengthy process, which 
embraced a qualitative stage, in which almost 1 0 0  nurses were inteiviewed in both the 
north and south of England; pre-pilot work and a formal pilot study; followed by a 
main study in which data were collected from a nationally representative sample of 
825 nurses working in acute hospital wards. Three influence scales were derived 
from these data, following factor analysis and testing of the psychometric properties 
of items which clustered together. These were 'influence over ward management', 
'influence over the timing of ward and patient events', and 'influence over ward
231
human and financial resources'. The autonomy scale was derived from a subset of 
items generated in the same study, selected to reflect definitions or attributes of the 
concept present in previous nursing research and writing about the nature of 
autonomy. This subset of items was scrutinised by 'expert nurses’, and tested in the 
same way as the influence scales, in order to produce a parsimonious set of scale 
items. All four scales achieved a Cronbach's alpha score of at least 0.7, and the three 
influence scales achieved scores of 0 .8  and above, indicating a high degree of 
reliability and internal consistency within scale items.
Further formal testing of the reliability of the scales was undertaken using the test- 
retest method. All four scales were found to be reliable over time, and correlation 
coefficients between nurses' scale scores in the first round of data collection 
compared with those collected in the second round, were all greater than 0.7. This 
multi-stage development process and additional testing of the properties of the 
autonomy and influence scales, represents a thorough approach to scale development. 
In addition, the scales were shown to be sensitive to the unit of analysis for which 
they had been developed; the acute hospital ward. In all four cases, the amount of 
variance explained in nurses’ scale scores at ward level was up to seven times greater 
than that explained at the aggregated hospital level.
The conceptual ground covered by the autonomy and influence scales is similar, 
and particularly that covered by autonomy and influence over ward management, both 
of which have a strong focus on ward clinical nursing practice. However, differences 
in the observed partial correlation coefficients between all four scales, controlling for 
the effects of clinical grade, were sufficient to indicate that the autonomy and 
influence scales can be considered as measuring four related, yet distinctive 
phenomena.
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13.2 The Concepts of Autonomy and Influence
Literature reviewed in Chapters Two and Three highlighted that nurses' autonomy 
and influence is increasingly affected by factors within the acute hospital 
environment, as well as by social processes operating outside the hospital. 
Examination of external factors was beyond the scope of this research. Key internal 
hospital factors identified included nurses' relationships with general management and 
other health care professionals, as well as ward organisational practice. Figure 3.1 
presented a breakdown of the range of internal hospital factors analysed in relation to 
nurses' perceptions of autonomy and influence, and Figure 3.2 presented a conceptual 
model of how autonomy and influence both affect, and are affected by, aspects of 
ward structure, work process elements, and outcomes of nurses' work.
Autonomy was found to be strongly linked to ward nursing organisational 
practice, nurse cohesion, the quality of collaborative working with other health care 
professionals and resource issues indicative of nursing's relationship with general 
management. These findings emphasise that autonomy is a flexible and manipulable 
phenomenon, akin to descriptions of autonomy found in management literature, and 
demonstrate that much can be done at ward level to create conditions conducive to 
nurses' experience of autonomous practice. Autonomy was also found to be 
correlated with nurses' influence.
Influence, while affected by the same internal characteristics of the acute hospital 
environment, but to a lesser degree, was found to be most strongly associated with the 
formal clinical grading system and the length of nurses' careers. The identified 
characteristics of nurses' influence, as measured in this study, were noted to bear a 
stronger resemblance to sociological descriptions of autonomy in literature related to 
professions, compared with the characteristics of nurses' autonomy, as measured in 
this study.
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The research findings demonstrated that nurses perceive themselves to be 
autonomous but not necessarily influential. While nurses experience having a 
moderate degree of freedom in their clinical practice, they simultaneously perceive 
themselves to be disempowered because of the limited influence they have at higher 
levels of the acute hospital organisation. Lack of influence over workload 
management, multi-disciplinary working and resource allocation decisions, has a 
considerable impact on the service they are able to provide for patients, and nurses' 
ability to manage the ward care environment. This finding, generated from both the 
qualitative and quantitative data, emphasises the undeveloped nature of nurses' 
influence, and highlights the limited vision of autonomy embraced by nurses.
Indeed, previous nursing research and writing about the nature of autonomy is 
characterised by imprecision and confusion. Literature reviewed in this thesis has 
highlighted the existence of different types and sources of power (e.g. French & 
Raven, 1968), and similarly, different types and sources of autonomy (e.g. Walby et 
al, 1994). The bulk of nursing research which makes claims about autonomy is 
concerned with clinical autonomy, which is derived from the work organisation 
process at the micro, ward level. This research has demonstrated that this type of 
autonomy is limited in scope and value, because it makes little difference to nurses' 
ability to influence higher level hospital management decisions. Much nursing 
literature confuses the achievement of clinical autonomy with the type of autonomy 
which will transform the power nurses wield within the hospital. The researcher 
contends that influence, as measured in this study, represents this missing, more 
enigmatic aspect of autonomy, and that consideration of both are vital to developing 
an understanding of nurses' position within acute NHS Trust hospitals, and also to 
nursing's professional development.
If the hitherto ignored concept of influence can be developed in nursing, this will 
create an environment within the hospital which will better support and maintain
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autonomous practice, which will in turn enhance nurses' clinical autonomy. The 
process is cyclical. Increased nursing influence within the acute hospital may also 
bring about a more positive work environment for nurses: more equitable distribution 
of resources between professionals, more realistic ward workloads, and, according to 
the findings of the qualitative study, increase nurses' job satisfaction and the quality 
of care provided for patients. While it was noted in the last chapter that influence was 
more of a 'fixed1 phenomenon than clinical autonomy, and therefore less open to 
manipulation, securing sufficient numbers of professionally qualified nursing staff at 
ward level, and retaining experienced nurses within the workforce are key conditions 
positively associated with enhanced perceptions of influence.
13.3 Testing Organisational Theory in Nursing
This research has provided a critique of aspects of existing organisational theory 
in nursing. The dual approach used, of considering the effects of both ward 
organisational structures and the ward ethos of care represents a new way of 
examining nursing organisational practice at ward level. Existing nursing literature 
has tended to 'bracket together' ward structural arrangements and ward ethos of care, 
by conceiving of them as part of the same entity: ward nursing organisational 
systems. There is however work which recognises a difference between ward 
organisational systems and a ward's philosophy of care (Anderson & Choi, 1980; 
Adams & Hardey, 1992), and there is evidence that the ethos of care within a ward 
can lag behind ward structural changes (Manthey, 1980; Johns, 1992), so that there is 
no necessary alignment between the two phenomena. It has been recognised that 
considering the variation in ward organisational practice according to a number of 
underlying dimensions, or ward organisational features, is a more fruitful way of 
assessing the outcomes of different methods of care organisation, as opposed to 
comparing wards according to the discrete nursing systems used, which research has
235
shown masks much important variation (Bond & Thomas, 1991; Thomas & Bond, 
1990).
The findings of the analysis provide support for a link between devolved ward 
organisational structures and enhanced clinical autonomy. Innovative nursing 
practice has been shown to support enhanced perceptions of clinical autonomy, and 
lack of innovation to curtail opportunities for its development. The relationship 
between innovative practice and clinical autonomy was particularly strong and 
significant. The research has also provided evidence of links between ward leaders' 
ability to build effective ward staff teams and clinical autonomy, and between nurses' 
job satisfaction and clinical autonomy. The relationship between leadership skills and 
clinical autonomy was not as strong as expected, and the quality of ward leadership 
was shown to be of less importance to nurses' experience of clinical autonomy 
compared with the quality of nurses' collaborative working amongst themselves, with 
other disciplines, and with the ward ethos of care. The ability to practice 
autonomously has frequently been claimed to be associated with nurses' job 
satisfaction, and indeed job satisfaction measuring tools sometimes contain autonomy 
components (e.g. Stamps & Piedmont, 1986); but the researcher is unaware of any 
previous studies providing empirical evidence of an association between nurses' job 
satisfaction and clinical autonomy.
13.4 New Findings and Research Tools
While much has been written about the nature of autonomy in theoretical and 
discursive nursing literature, there has hitherto been a lack of empirical research in the 
area. This has been partly due to a lack of appropriate measuring tools, a deficiency 
which this research has addressed. The role of influence in nursing has been virtually 
ignored in previous literature. Therefore this research makes a contribution to 
knowledge in that it both explores the nature,of influence and its relationship with
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autonomy, and provides three measures of it, related to nurses' control over three 
distinct managerial aspects of care provision. The scales developed constitute 
methodological products, which can be used in future studies in the area of clinical 
autonomy and influence in the acute ward setting.
As expected, the research has demonstrated significant links between nurses' 
clinical grades and influence. It has also highlighted the importance of other nurse 
characteristics in relation to the concepts of autonomy and influence; namely the 
length of nurses' clinical careers and length of ward service. These findings 
demonstrate links between clinical autonomy and influence and informal sources of 
power within the acute hospital organisation. Clinical autonomy is associated with 
the length of nurses' ward seivice, while influence is associated with both local, ward 
service, but also with the length of nurses' clinical careers, which has more 'currency' 
vis-a-vis nurses' ability to influence hospital level management decisions. This 
knowledge may have existed intuitively, but the importance of these variables, over 
and above the effects of clinical grade, have not previously been empirically 
demonstrated.
The importance of social aspects of work organisation vis-a-vis clinical autonomy 
in particular, but also in relation to influence, has been a key finding in this research. 
Sociological analyses of professions highlight the importance of collegial loyalty, but 
much nursing research has been focused upon ward leadership and its effects on 
nurses' work experience and quality of care instead, so that little attention has been 
focused on the cohesiveness of the rest of the ward nursing staff. The results of this 
research suggest that the relationship existing between all ward nurses may be more 
important than the team-building skills of ward leaders in relation to creating 
conditions conducive to the development of clinical autonomy, and to a lesser extent, 
influence. Recent research has also demonstrated a link between the cohesion of 
ward nurses and innovative practice (Adams & Bond, 1995a), signalling that further
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research needs to be focused on this aspect of ward life and nursing effectiveness, as 
well as on the quality of ward leadership.
Similarly, implicit links have been made in nursing literature between 
opportunities for collaboration with other health care professionals and autonomy, in 
that distinctive organisational systems have been described as providing different 
collaborative opportunities, as well as different opportunities for autonomous 
practice. This research has provided empirical evidence of a strong, direct link 
between the quality of nurses' collaboration with other health care professionals and 
opportunities for autonomous clinical practice. Indeed social aspects of work 
organisation within individual wards, and particularly the quality of nurses' 
collaboration with medical staff, were shown to be more important in relation to 
nurses' experiences of clinical autonomy than the effects of working in different 
clinical specialties, with their distinctive multi-disciplinary work roles and traditional 
power structures. The relationship between multi-disciplinary collaboration and 
influence was similar to that between multi-disciplinary collaboration and autonomy, 
but less strong.
These results were not as expected, given the frequent theoretical links made 
between autonomy and exclusivity in health care provision (Freidson, 1970; Witz, 
1992; Macdonald, 1995), and highlight that understanding of the role of multi­
disciplinary collaboration vis-a-vis autonomy is not well developed. It may be that 
collaboration is an important element of work process, which can act as a vehicle for 
enhancing autonomy for less powerful occupational groups within organisations. The 
findings also suggest that the erosion of traditional professional hierarchies within the 
NHS may not necessarily undermine nurses' clinical autonomy or influence over 
management decisions, so long as nurses are able to participate in health care 
provision as valued members of multi-disciplinary teams, with a distinctive role to 
play.
238
The importance of relationships between autonomy and influence and ward 
resources have not previously been emphasised in nursing research. This research has 
highlighted specific relationships between aspects of the ward physical environment 
and nurses' perceptions of clinical autonomy and influence. Having sufficient 
numbers of ward nursing staff to cope with the ward workload, a sufficiently high 
nurse/bed ratio, and ward staff stability were shown to be particularly important 
conditions for the development of autonomous clinical practice. On the other hand, 
the ward clinical grade mix was linked to nurses' perceptions of influence; the higher 
the percentage of nurses of clinical grades C and above in the ward, the more 
influential nurses perceived themselves to be.
The new typology of nursing organisational systems produced as part of this 
research adds to the considerable body of research literature in the area of ward 
organisational practice. The way in which the typology was produced, using 
hierarchical cluster analysis of detailed ward practice data, represents a new 
methodological approach to defining methods of nursing work organisation. A key 
difference in relation to existing nursing literature is that the typology emerged from  
the practice data, as opposed to being fitted' to an 'ideal' model of practice. The 
typology provides further evidence of the difference between 'ideal' conceptions of 
nursing systems and the realities of ward nursing practice; where 'ideal' systems are a 
potent influence in 'shaping' practice, yet are modified to reflect variable staffing and 
other resource constraints at the local ward level. A distinctive feature of all three 
types of nursing organisational systems identified, was that more power and authority 
vis-a-vis patient care was centrally retained by ward leaders than current nursing 
rhetoric suggests; reflecting the resistance of the traditional nursing hierarchy at ward 
level to organisational change.
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13.5 Policy Recommendations
There are two main reasons why enhancing nurses' experience of clinical 
autonomy and influence is important for the acute hospital organisation. Firstly, 
clinical autonomy is believed to have a positive impact on the quality of care 
provided for patients, through its indirect impact on nurses' job satisfaction and 
morale (Adams & Bond, in preparation); and secondly, satisfied, autonomous 
practitioners are more likely to remain in post, thereby reducing the problem of 
nursing staff turnover and wastage (Cavanagh & Coffin, 1992). These represent 
positive outcomes for patients, nurses and hospital management alike. Ways of 
enhancing nurses' experience of clinical autonomy and influence are considered at 
three levels: ward level nursing organisational practice, hospital level human resource 
management, and at the national level of professional nursing concerns.
13.5a Ward Organisational Practice
The findings of this research demonstrate that there is much nurses can do 
themselves at ward level to enhance their experience of clinical autonomy. Practising 
individualised patient care, where individual nurses have a high degree of delegated 
responsibility for care decisions and care implementation, represents a method of 
work organisation which has been shown to provide a framework within which 
autonomous clinical practice can flourish. However, where there is a degree of 
delegation of care responsibility to individuals or groups of nurses, but where ward 
leaders also retain much authority for care decisions, accompanied by a lack of clarity 
about where responsibilities lie; clinical autonomy is less likely to flourish. Such 
working arrangements have been shown to be more detrimental to nurses' experience 
of clinical autonomy, compared with wards where all authority is centrally held, and 
where there is no delegation of care responsibilities.
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Developing and encouraging innovative practice based on research findings, and 
investing in staff development have also been shown to enhance nurses' experiences 
of clinical autonomy, along with emphasising the importance of building good 
working relationships. The cohesiveness of the relationship between ward nurses is 
associated with clinical autonomy, and emphasises the importance of facilitating close 
working practices, discussion of care ideas, and encouraging the development of 
mutual social and emotional support amongst these staff, to help them cope with the 
interface between domestic and work pressures. Similarly, working at building up 
good will and collaborative working practices with medical staff in particular, will 
also enhance nurses1 perceptions of clinical autonomy. The qualitative data suggest 
that creating opportunities for social interaction with medical staff is a key part of this 
process.
In order to enhance nurses' influence over management decisions made at higher 
levels of the hospital organisation, which will further enhance nurses' clinical 
autonomy at ward level, the findings of this research demonstrate that it is necessary 
to retain sufficient numbers of senior, experienced nurses within wards. This is 
particularly important given the current emphasis in the NHS on devolving decision 
making authority and care responsibility onto the shoulders of more junior nurses, 
thereby making more senior and experienced nurses seemingly superfluous to 
perceived ward requirements. The operational similarities evident in management's 
emphasis on devolution, and devolved nursing practice systems such as primary 
nursing, may be dangerously misleading in this respect. The former is a strategy for 
de-layering the nursing workforce, while the latter is associated with achieving high, 
professional standards of individualised patient care, and requires sufficient numbers 
of nurses of a sufficiently high calibre to operate successfully.
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13.5b Human Resource Management in Acute Hospital Nursing
Increasingly human resource directors are having to scrutinise the roles and 
responsibilities of health care professionals and other workers at all levels of the 
hospital organisation, in order to build cost-effective teams of staff to provide 
effective patient care. There is current emphasis on reducing the number of 
professionally qualified nurses within wards, and replacing them with larger numbers 
of unqualified staff to work under the direction of fewer qualified nurses, who are 
increasingly conceived of as occupying a supervisory as opposed to an instrumental, 
clinical role. Many hospital Trusts also operate a system of employing core and 
peripheral nursing staff; a common feature in wider human resource management 
practice, which is believed to enhance workforce flexibility (Guest, 1987). This 
means that permanent ward nursing staff establishments are maintained at a low, lean 
level, but much use is made of short-term contracts for nurses, and the employment of 
bank nurses on a regular basis to supplement the permanent ward staff. The 
combination of these two policies often result in both low nurse/bed ratios and a low 
clinical grade mix amongst permanent staff at ward level; conditions identified in this 
research as constraining opportunities for the development of autonomous clinical 
practice and the exercise of influence.
In order to enhance nurses' experience of clinical autonomy and influence, and, by 
extension, to improve nurses' morale, the quality of care provided for patients, and to 
reduce staff wastage and turnover; it is important that funds are allocated to maintain 
sufficient numbers of nurses within wards, and also a sufficient number of 
professionally qualified nurses of clinical grades C and above.
A key finding of the research which can perhaps more readily be addressed, is the 
need to maintain ward staff stability and encourage nurses to view a clinical career in 
nursing as a 'job for life’. Stability at ward level has been shown to be a vital
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condition for the development of clinical autonomy and influence, and also creates a 
suitable environment in which the social aspects of work organisation can be built up 
and enhanced. Developing nursing workforce strategies which can accommodate 
existing patterns of women's' paid work and domestic needs, as opposed to the 
traditional manpower planning strategies which result in wastage and a high turnover 
in the nursing workforce (Davies, 1995), will pay dividends in terms of positive 
outcomes of care for patients, nurses and the hospital institution.
13.5c The Nursing Profession
The findings of this research lend support for several key concerns of the nursing 
profession, which have been much debated amongst practitioners and nursing's 
professional body, the UKCC; and concerns which have also been the subject of 
higher level political campaigns. Firstly, the findings lend support for the nursing 
profession's enthusiasm for and endorsement of the development of devolved nursing 
organisational systems, such as primary nursing; but with the caveat that these 
systems are adequately resourced with a suitable ward grade mix. Secondly, it has 
also identified the positive effects on nurses' perceptions of clinical autonomy of an 
innovative approach to care organisation and staff development at ward level; an 
attitude to nursing work espoused by the profession. Thirdly, findings related to 
staffing characteristics provide support for professional campaigns to resist the 
reduction of the size and the 'richness' of clinical grade mix at ward level under the 
auspices of skill mix policies and the rationalisation of the NHS workforce. Finally, 
in relation to retaining experienced nurses within the NHS, the findings related to 
nurses' influence endorse the value of 'back to nursing' courses, initiatives to provide 
child care, and the development of more flexible career patterns and work hours for 
nurses.
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While the findings provide support for many prevalent ideas and policies 
currently being pursued within the nursing profession, they also highlight a limited 
conceptualisation of autonomy amongst nurses, which ignores the important 
dimension of influence. The nursing profession has given much attention to the 
concept of autonomy and the importance of achieving it in practice, yet the focus of 
this attention has been on ward level practice, and on changing nursing organisational 
systems in particular. Creating conditions for autonomous practice at higher levels of 
the hospital organisation has received comparatively little attention in UK nursing, 
which will only be remedied if the nursing profession re-focuses its sights on 
mechanisms for improving nursing's relationship with general management and other 
health care professions. By enhancing nurses' influence here, increased opportunities 
for the development of autonomous clinical practice will be created. The importance 
of retaining experienced and senior nursing staff is vital to this process.
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6ORGANISATION OF NURSING PROJECT
Dear Nurse
We are asking for your help to carry out an important national study about nursing practice in 
hospital wards. The project is based in the Nursing & Midwifery Department at the University of 
Surrey, in collaboration with the Centre for Health Services Research, University of Newcastle- 
upon-Tyne. It is funded by the Department of Health. Our aim is to develop a research tool to 
describe nursing. In a future study this tool will be linked with nursing effectiveness, costs and 
nurses’ job satisfaction. Your ward has been selected to take part in the study.
Your help is requested to tell us about nursing in your ward. A questionnaire has been developed 
from discussions and trials with nurses in hospitals in both the north and south of England. It 
includes a number of different topics and we would like to stress that there are no right answers to 
the questions, so please be as honest as possible. We value your individual opinion and therefore 
ask that you do not confer with colleagues when completing the questionnaire. All information 
given to us is strictly confidential. Please put the completed questionnaire in the freepost envelope 
provided and return it to us.
We do believe, however, that people should know the results of studies which they take part in. 
Once the main study is completed, we will provide your ward with a summary of results; both for 
the national sample and your individual hospital. The results will be completely anonymous 
however, so that the responses of individual nurses and wards will not be identifiable.
The information which you and your ward colleagues provide is fundamental to assessing the 
current ways in which nursing services are organised and, in due course, how effective these are. 
Your contribution is very valuable. Participation in the study is entirely voluntary and the 
completion and return of the questionnaire will indicate your consent to participate. If you have any 
questions or would like more information about the project, please contact either myself or Dr 
Senga Bond in Newcastle. Our telephone numbers and addresses are on the front cover.
Thank you for your time and interest in this study.
Ann Adams
A P P E N D I X  B  
N U R S E S '  O P I N I O N  Q U E S T I O N N A I R E
S E C T I O N  A
I n  a n y  h o s p i t a l  th e r e  a r e  a  n u m b e r  o f  f e a tu r e s  w h ic h  a f f e c t  n u r se s '  w o r k  a n d  t h e  q u a l i ty  o f  c a r e  th e y  c a n  
g iv e .  T h e s e  fe a tu r e s  v a r y  f r o m  w a r d  to  w a r d . P le a s e  in d ic a te  w h e th e r  th e  f o l lo w in g  f e a t u r e s  o n  y o u r  w a r d  
h a v e  a  g o o d  o r  b a d  in f lu e n c e  o n  n u r s in g .
B
V ariab le
L ab el
P l e a s e  c i r c l e  v o u r  a n s w e r
V ery
G ood
In flu en ce
G ood
In flu en ce
N o
In flu en ce
B a d
In flu en ce
V ery  B a d  
In flu en ce
A l 1. F acilities for patients. 5 4 3 2 1
A 2 2. F acilities for relatives. 5 4 3 2 1
A 3 3. F acilities for staff. 5 4 3 2 1
A 4 4. A vailability o f  equipment. 5 4 3 2 1
A 5 5. Q uality o f  equipment. 5 4 3 2 1
A 6 6. Availability o f  dom estic services. 5 4 3 2 1
A 7 7. Q uality o f  dom estic services 5 4 3 2 1
A 8 8. A vailability o f  portering services. 5 4 3 2 1
A 9 9. Quality o f  portering services. 5 4 3 2 1
A 1 0 10. Q uality o f  catering services. 5 4 3 2 1
A l l 11. Q uality o f  pharmacy services. 5 4 3 2 1
A 1 2 12. Q uality o f  sterile supply services. 5 4 3 2 1
A 1 3 13. Q uality o f  laundry services. 5 4 3 . 2 1
A 1 4 14. Q uality o f  ward m aintenance services. 5 4 3 2 1
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B
W a r d s  d i f f e r  in  d e s ig n .  T h e  p h y s ic a l  l a y o u t  o f  a  w a r d  is  a n o th e r  f e a tu r e  w h ic h  c a n  a f f e c t  n u r s e s '  
\  w o r k  a n d  t h e  q u a l i ty  o f  c a r e  th e y  g iv e .  P le a s e  in d ic a te  h o w  e a s y  it  is  to  a c h ie v e  e a c h  o f  t h e  f o l lo w in g  ,
| g iv e n  t h e  p h y s ic a l  la y o u t  o f  v o u r  w a r d .
[
V ariab le
L ab els
V ery
E asy
Q u ite
E asy
L a y o u t  
H as N o  
E ffec t
Q u ite
D ifficu lt
V ery
D ifficu lt
L I 1. O bservation o f  all patients. 5 4 3 2 1
L 2 2. Patient privacy. 5 4 3 2 1
L 3 3. Patient safety. 5 4 3 2 1
L 4 4. G ood  com m unication  betw een  nurses working on  
the ward.
5 4 3 2 1
L 5 5. Patients being able to attract the nurses' attention. 5 4 3 2 1
L 6 6. G ood  usage o f  nurses' time. 5 4 3 2 1
L 7 7. T he ward's ch osen  w ay o f  organising nursing care 
delivery (i.e.: functional, team or primary nursing).
5 4 3 2 1
T h e  n u r s in g  c a r e  in  h o s p i t a l  w a r d s  v a r ie s  a c c o r d in g  to  th e  b a la n c e  o f  s t a f f in g  a n d  w o r k lo a d .  P le a s e  
in d ic a t e  t h e  e x t e n t  to  w h ic h  y o u  a g r e e  w it h  th e  f o l lo w in g  s ta t e m e n ts  a b o u t  y o u r  w a r d .
V ariab le
L abels
S tron g ly
A g ree
A gree D isa g ree S tron g ly
D isa g ree
SW1 1 . There are enough perm anent nurses on this ward to 
g iv e  a good  standard o f  care to all our patients
4 3 2 1
SW2 2. T he sk ill m ix  on  this ward is about right. 4 3 2 1
SW3 3. M is ta k e s  are so m e tim e s  m ade b eca u se  our  
w orkload is  too great.
4 3 2 1
SW4 4. T he ward o ff  duty roster works w ell. 4 3 2 1
SW5 5. Our nurse/patient a llocation  system  works w e ll for 
the type o f  patients w e have on this ward.
4 3 2 1
SW6 6. Our nurse/patient allocation  system  w orks w e ll for 
the nursing sk ill m ix  w e  currently have on  the 
ward.
4 3 2 1
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i E a c h  w a r d  l ia s  d i f f e r e n t  p r io r i t ie s  a n d  v a lu e s ,  m a k in g  s o m e  a s p e c ts  o f  w a r d  l i f e  a n d  n u r s in g  p r a c t ic e  m o r e
im p o r t a n t  t h a n  o t h e r s .  T h is  s e c t io n  a s k s  y o u  h o w  o f te n  e a c h  o f  th e  fo l lo w in g  c u r r e n t ly  h a p p e n s  o n  v o u r  
> w a r d .
I
B
SECTION B
P l e a s e  c i r c l e  v o u r  a n s w e r
V ariab le
L ab els
A lm ost
A lw ays
S o m e o f  
the  tim e
R arely N ev er
B 1 1. Patients participate in m aking decisions about their care. 4 3 2 1
B 2 2. Patients are provided w ith  specia lly  prepared information about their 
care (in addition to their notes and care plans).
4 3 2 1
B 3 3. R elatives participate in m aking decisions about care. 4 3 2 1
B 4 4. N urses get thrown in at the deep end. 4 3 2 1
B 5 5. N urses are encouraged to reach their full potential. 4 3 2 1
B 6 6. Nurses try out new  approaches to care. 4 3 2 1
B 7 7. D ecis ion s are m ade dem ocratically by nurses on this ward. 4 3 2 1
B 8 8. N ig h t nurses are in v o lv ed  as equal m em bers o f  the ward nursing  
team.
4 3 2 1
B 9 9. A uxiliaries and H ealth  Care A ssistants g iv e  m ost o f  the 'hands on' 
patient care.
4 3 2 1
B I O 10. Nurses keep  up to date by reading professional journals. 4 3 2 1
B l l 11. R esponsib ility  for care decisions is delegated to the patient's allocated  
nurse.
4 3 2 1
B 1 2 12. N urses g ive  on e another feedback on their practice. 4 3 2 1
B 1 3 13. N urses educate patients about health and health promotion. 4 3 2 1
B 1 4 14. N urses actively seek  out learning opportunities. 4 3 2 1
B 1 5 15. N urses are encouraged to build  up the ward's teaching resources. 4 3 2 1
B 1 6 16. N urses actively  support one another when trying out new  ideas. 4 3 2 1
B 1 7 17. N urses liv e  in fear o f  m aking m istakes. 4 3 2 1 '
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BV aria b le
L a b els
A lm ost
A lw ays
S om e o f  
th e  tim e
R arely N ev er
B 1 8 18. N urses set tim e aside to reflect on their practice. 4 3 2 1
B 1 9 19. Nurses base their practice on research. 4 3 2 1
B 2 0 20 . N urse m anagers get VIP treatment on this ward. 4 3 2 1
B 2 1 2 1 . N urses stick  to a strict ward routine. 4 3 2 1
B 2 2 22 . A ll individual patient needs are met. 4 3 2 1
B 2 3 23 . Nurses allow  them selves to be at the beck and call o f  doctors. 4 3 2 1
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SECTION C
W a r d  S is t e r s /C h a r g e  N u r s e s  v a r y  in  th e ir  a p p r o a c h  to  l e a d e r s h ip . T h e y  c a n  m a k e  a  b ig  d i f f e r e n c e  to  th e  
w a y  n u r s e s  f e e l  a b o u t  th e ir  w o r k  a n d  th e  w a y  n u r s in g  i s  p r a c t is e d  o n  th e  w a r d .  P le a s e  t e l l  u s  w h e t h e r  o r  
n o t  y o u  a g r e e  w it h  th e  fo l lo w in g  s ta t e m e n ts  a b o u t  v o u r  S is t e r  o r  C h a r g e  N u r s e .
I f  y o u r  W a r d  S is t e r  o r  C h a r g e  N u r s e  h a s  b e e n  a b s e n t  f r o m  th e  w a r d  f o r  a  s u f f i c i e n t  le n g t h  o f  t im e  fo r  
h e r /h i s  in f lu e n c e  to  b e  d im in is h e d ,  y o u  m a y  f e e l  t h a t  i t  is  m o r e  a p p r o p r ia t e  t o  a n s w e r  t h e  f o l lo w in g  
q u e s t io n s  fo r  h e r /h is  d e p u ty .
P le a s e  t ic k  o n e  o f  th e  f o l lo w in g  b o x e s  to  in d ic a te  to  w h o m  y o u r  a n s w e r s  r e fe r :
S is t e r /C h a r g e  N u r s e  
D ep u ty
(P lea se  sp ec ify  the D ep u ty 's  c lin ica l grade)
Q
f~ la  
□
P l e a s e  c i r c l e  v o u r  a n s w e r
V ariab le
L ab els
S trong ly
A gree
A gree D isagree S tron g ly
D isa g ree
C l 1.
M v  W a rd  S ister /C h aree  N u rse...
Is understanding about our com m itm ents outside work. 4 3 2 1
C 2 2. Is all talk and no action. 4 3 2 1
C 3 3. Ensures the ward is w ell organised. 4 3 2 1
C 4 4 . Creates a good  atmosphere on the ward. 4 3 2 1
C 5 5. R eacts to circum stances rather than planning ahead. 4 3 2 1
C 6 6. G ives us little incentive to stretch ourselves. 4 3 2 1
C 7 7. Shares b eliefs about nursing with the ward staff. 4 3 2 1
C 8 8. Is not approachable w hen you  want to discuss a personal matter. 4 3 2 1
C 9 9. D o es not keep a sharp eye  on standards o f  care. 4 3 2 1
C IO 10. Inspires com m itm ent from staff. 4 3 2 1
C l l 11. M akes clear what is expected  o f  us. 4 3 2 1
C 1 2 12. Is not particularly helpful when professional d ifficu lties arise. 4 3 2 1
C 1 3 13. K now s the strengths and w eaknesses o f  ward staff. 4 3 2 1
C 1 4 14. D o es not ensure decisions are fo llow ed  through. 4 3 2 1
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BV a riab le
L ab els
S trongly
A gree
A gree D isagree Strong ly
D isagree
C 1 5 15. O ften tries out new  ideas on  the ward. 4 3 2 1
C 1 6 16. D o es not consu lt us before m aking important d ecisions. 4 3 2 1
C 1 7 17. Is fu ll o f  good  ideas. 4 3 2 1
C 1 8 18. Is alw ays fair in dealings w ith staff. 4 3 2 1
C 1 9 19. Cannot be relied  upon to be discreet w ith personal information about 
staff.
4 3 2 1
C 2 0 20. L ikes to see staff doing w ell in their careers. 4 3 2 1
C 2 1 21 . L ets m anagem ent have their w ay. 4 3 2 1
C 2 2 22 . F ights hard for resources for sta ff developm ent. 4 3 2 1
C 2 3 23 . Ensures our opinions are m ade know n to management. 4 3 2 1
C 2 4 24. Perm its a 'them' and 'us' m entality to persist betw een day and night 
nursing staff.
4 3 2 1
C 2 5 25 . Prefers formal relationships. 4 3 2 1
C 2 6 26. D o es not delegate su ffic ien t authority for ward m anagem ent to the 
rest o f  the staff.
4 3 2 1
C 2 7 27. G ives a lot o f  feedback. 4 3 2 1
C 2 8 2 8 . D o es  not like change. 4 3 2 1
C 2 9 29 . A lw ays g iv es praise w hen it is due. 4 3 2 1
C 3 0 30 . D o es not explain tilings clearly. 4 3 2 1
C 3 1 31 . W ill take action when the w orkload becom es too great. 4 3 2 1
C 3 2 32. D o es not inspire confidence. 4 3 2 1
C 3 3 33 . Is a good  teacher. 4 3 2 1
C 3 4 34 . D islik es being questioned about decisions. 4 3 2 1
C 3 5 35 . D o es not take part in any ward soc ia l activities. 4 3 2 1
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rB
V aria b le
L ab els
S trongly
A gree
A gree D isa g ree S tron g ly
D isagree
C 3 6 36 . D o es not pass on important information. 4 3 2 1
C 3 7 37. D ea ls sensitively  with inter-personal frictions. 4 3 2 1
C 3 8 38. Is afraid to take a lead role in trying new  ideas. 4 3 2 1
C 3 9 39 . Is good  at nipping problem s in the bud. 4 3 2 1
C 4 0 40 . Generates enthusiasm . 4 3 2 1
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Firstly, we want to ask you about the relationship between the nurses on vour ward and the current ward 
medical teamfs). We realise that it is difficult to generalise about all doctors, regardless of seniority or 
personality. What we would like you to do is to give vour overall assessment of working relationships.
B
SECTION D
This section of the questionnaire deals with professional relationships.
Please circle vour answer
Variable
Labels
Strongly
Agree
Agree Disagree Strongly
Disagree
DR1 1. Medical staff anticipate when we will need their help. 4 3 2 1
DR2 2. There is too much conflict on this ward between doctors and nurses. 4 3 2 1
DR3 3. I feel that patient treatment and care are not adequately discussed 
between doctors and nurses.
4 3 2 1
DR4 4. We have good relationships with our doctors. 4 3 2 1
DR5 5. We feel able to air our views in disagreements with doctors. 4 3 2 1
DR6 6. I often have to carry out medical orders which give me cause for 
concern.
4 3 2 1
DR7 7. Doctors are willing to discuss nursing issues. 4 3 2 1
DR8 8. Doctors are usually willing to take into account the convenience of 
the nursing staff when planning their work.
4 3 2 1
DR9 9. Senior medical staff are slow to respond when called. 4 3 2 1
DR 10 10. The medical staff on this ward do not usually ask for nurses' opinions. 4 3 2 1
DR11 11. Medical staff would understand if I refused to carry out treatment of 
which I do not approve.
4 3 2 1
DR12 12. Nurses and medical staff share similar ideas about how to treat 
patients.
4 3 2 1
DR13 13. We work closely with the medical staff. 4 3 2 1
DR14 14. Medical staff usually approach the most senior nurse on duty for 
information about patients.
4 3 2 1
DR15 15. Medical staff would be willing to co-operate with new nursing 
practices.
4 3 2 1
266
BVariable
Labels
Strongly
Agree
Agree Disagree Strongly
Disagree
DR16 16. Doctors here still expect nurses to run around after them. 4 3 2 1
DR17 17. Disagreements with medical staff are often left unresolved. 4 3 2 1
DR18 18. We have a good understanding with the doctors about our respective 
responsibilities.
4 3 2 1
DR19 19. We seldom seek the opinions of medical staff about nursing care. 4 3 2 1
DR20 20. Medical staff usually provide us with adequate written instructions. 4 3 2 1
DR21 21. Medical staff co-operate with the way we organise nursing. 4 3 2 1
We would now like to ask some questions about vour relationships with the other health care professionals
who work on vour ward (e.e.: physiotherapists, dieticians, occupational therapists. etc.L Again. we realise 
it is difficult to generalise, but we would like vour overall assessment of working relationships.
HCP1 1. Treatment carried out by other health care professionals often give 
me cause for concern.
4 3 2 1
HCP2 2. We seldom seek the opinions of other health care professionals about 
nursing care.
4 3 2 1
HCP3 3. We often help out the other health care professionals by doing jobs 
which are really their responsibility.
4 3 2 1
HCP4 4. Other health care professionals ignore the convenience of the nursing 
staff when planning their work.
4 3 2 1
HCP5 5. Other health care professionals usually approach the most senior 
nurse on duty for information about patients.
4 3 2 1
HCP6 6. Other health care professionals do not co-operate with the way we 
organise nursing.
4 3 2 1
HCP7 7. We have a good understanding with the other health care 
professionals about our respective responsibilities.
4 3 2 1
HCP8 8. Other health care professionals would not be willing to discuss then- 
new practices with nurses.
4 3 2 1
HCP9 9. Disagreements with other health care professionals often remain 
unresolved.
4 3 2 1
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BVariable
Labels
Strongly Agree 
Agree
Disagree Strongly
Disagree
HCP10 10. Other health care professionals are slow to come to the ward when 
needed.
4 3 2 1
HCP11 11. Nurses and the other health care professionals share similar ideas 
about patient treatment and care.
4 3 2 1
HCP12 12. The other health care professionals on this ward do not usually ask 
for nurses' opinions.
4 3 2 1
HCP13 13. Patient treatment and care is not adequately discussed between nurses 
and other health care professionals.
4 3 2 1
HCP14 14. Other health care professionals would understand if I could not carry 
out their prescribed treatment.
4 3 2 1
HCP15 15. Other health care professionals are willing to discuss nursing issues. 4 3 2 1
HCP16 16. Other health care professionals do not usually leave us adequate 
written instructions.
4 3 2 1
HCP17 17. There are plenty of opportunities to discuss patient care with other 
health care professionals.
4 3 2 1
HCP18 18. Other health care professionals would be willing to co-operate with 
new nursing practices.
4 3 2 1
HCP19 19. The other health care professionals on this ward think they are a cut 
above the nurses.
4 3 2 1
The last set of questions in this section deals with professional relationships amono the nurses 
ward.
on vour
N1 1. Nursing staff on this ward work well together. 4 3 2 1
N2 2. Staff can be really bitchy towards each other. 4 3 2 1
N3 3. Nursing colleagues rarely notice how I am feeling. 4 3 2 1
N4 4. There is a lot of unrest simmering under the surface. 4 3 2 1
N5 5. I cannot talk to my ward nursing colleagues about upsetting aspects 
of my job.
4 3 2 1
N6 6. I can always talk to my ward nursing colleagues about worries in my 
personal life.
4 3 2 1
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BVariable
Labels
Strongly
Agree
Agree Disagree Strongly 
Disagree
N7 7. Work to be completed by each shift is clearly understood. 4 3 2 1
N8 8. Ward nurses enjoy doing things together outside work. 4 3 2 1
N9 9. We share similar ideas about priorities on this ward. 4 3 2 1
N10 10, All the nurses on this ward pull their weight. 4 3 2 1
N il 11. I seldom get praise from my ward nursing colleagues. 4 3 2 1
N12 12. Important information is always passed on. 4 3 2 1
N13 13. My ward nursing colleagues are my main source of emotional support 
in relation to my job. 4
3 2 1
N14 14. Nurses are always willing to help each other get through their work 
on this ward.
4 3 2 1
N15 15. I feel nurses do not communicate with each other as well as they 
should.
4 3 2 1
N16 16. On this ward nurses are clear about what to do in an emergency. 4 3 2 1
N17 17. Nurses here work extra hours if asked. 4 3 2 1
N18 18. Nurses on this ward show a lot of respect for eacli other. 4 3 2 1
N19 19. Nurses here are cliquey. 4 3 2 1
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BSECTION E
Please indicate the amount of influence von have over decisions made about the following asDects of life on 
your ward.
The amount of influence nurses have varies depending on factors such as clinical grade and length of 
service on the ward, for example. We therefore do not expect all nurses within a ward to have the same 
amount of influence.
Variable Please circle vour answer
Labels
A great 
deal of 
influence
Moderate
amount
of
influence
Small
amount
of
influence
No
influence
It never 
happens
Do vou have anv influence over when the 
following take place?
El 1. Ward rounds. 4 3 2 1 0
E2 2. Formal meetings with other disciplines. 4 3 2 1 0
E3 3. Patient investigations in other hospital departments. 4 3 2 1 0
E4 4. Other health care professionals' visits to your ward. 4 3 2 1 0
E5 5. Other types of therapy that are carried out on your ward 
(e.g.: physiotherapy).
4 3 2 1 0
E6 6. Ward maintenance (e.g.: plumbing and electrical 
repairs).
4 3 2 1 0
E7 7. Other procedures carried out on your ward (e.g.: taking 
x-rays, lumbar punctures etc.).
4 3 2 1 0
E8 8. Meetings with ward nursing colleagues (apart from ward 
reports and handovers). j
4 3 2 1 0
E9 9. Your consultations with relatives. 4 3 2 1 0
E10 10. Ward cleaning by domestic staff. 4 3 2 1 0
E ll 11. Porters' arrival on the ward. 4 3 2 1 0
E12 12. Deliveries of sterile equipment to the ward. 4 3 2 1 0
E13 13. Linen deliveries.
Resources
How much influence do you have over the 
following?
4 3 2 1 0
Rl 1. Setting the ward budget. 4 3 2 1 0
R2 2. Identifying priorities for spending tire ward budget. 4 3 2 1 0
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BVariable
Labels
A great 
deal of 
influence
Moderate
amount
of
influence
Small No 
amount influence 
of
influence
It never 
happens
R3 3. Requisitioning equipment for the ward. 4 3 2 1 0
R4 4. Getting additional temporary nurses for the ward on a 
daily basis (i.e.: bank, agency or borrowed!)
4 3 2 1 0
R5 5. Recruiting nursing auxiliaries and health care assistants 
for the ward.
4 3 2 1 0
R6 6. Recruiting permanent nurses for the ward. 4 3 2 1 0
R7 7. Deciding the skill mix for the ward establishment. 4 3 2 1 0
R8 8. Maintaining the physical environment of the ward (e.g.: 
decorations, furnishings, carpets, curtains).
4 3 2 1 0
R9 9. Ward visiting times. 4 3 2 1 0
RIO 10. How you use your time.
Ward Management
How much influence do you have over the 
following?
4 3 2 1 0
WM1 1. Which patients are admitted to your ward. 4 3 2 1 0
WM2 2. The time of day at which planned admissions arrive on 
your ward.
4 3 2 1 0
WM3 3. Deciding who is 'in charge' of the ward. 4 3 2 1 0
WM4 4. Making changes in ward management and administrative 
procedures.
4 3 2 1 0
WM5 5. Controlling the amount of paperwork nurses on tire ward 
have to complete.
4 3 2 1 0
WM6 6. Controlling the quality of ward support services (e.g.: 
domestics, portering, catering).
4 3 2 1 0
WM7 7. Convening meetings with your ward nursing colleagues 4 3 2 1 0
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BVariable
Labels
A great 
deal of 
influence
Moderate
amount
of
influence
Small
amount
of
influence
No
influence
It never 
happens
WC1 l.
\V0rkin2_C0ndit10ns
How much influence do you have over the 
following?
Changing routine shift times (e.g.: to suit ward 4 3 2 1 0
WC2 2.
workload/nurses' personal commitments). 
Getting time in lieu for extra hours worked. 4 3 2 1 0
WC3 3. The number of paid extra hours you work. 4 3 2 1 0
WC4 4. The number of unpaid extra hours you work. 4 3 2 1 0
WC5 5. The days of the week you work. 4 3 2 1 0
WC6 6. When you take your holidays. 4 3 2 1 0
WC7 7. Your own professional development in work time. 4 3 2 1 0
NP1 1.
Nursing,Practice
How much influence do you have over the 
following?
Making changes in ward clinical nursing practice. 4 3 2 1 0
NP2 2. Changing the design of nursing documentation. 4 3 2 1 0
NP3 3. Discharge planning with relatives. 4 3 2 1 0
NP4 4. Arranging discharge dates. 4 3 2 1 0
NP5 5. Discharge planning with community services. 4 3 2 1 0
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BThis section of the questionnaire deals with job satisfaction. Please indicate to what extent you agree with 
the following.
SECTION F
Please circle vour answer
Variable
Labels
Strongly
Agree
Agree Disagree Strongly 
Disagree
FI l. I wish this job would allow me to use my initiative more. 4 3 2 1
F2 2. I know that I am doing a really worthwhile job. 4 3 2 1
F3 3. I am worried about job security. 4 3 2 1
F4 4. I am satisfied with my clinical grade. 4 3 2 1
F5 5. Hospital policies are more of a hindrance than a help to us. 4 3 2 1
F6 6. I worry that this job is undermining my health. 4 3 2 1
F7 7. On the whole, I am satisfied with my working relationships with 
doctors.
4 3 2 1
F8 8. My training and skills are not fully utilised on this ward. 4 3 2 1
F9 9. This job does not live up to my expectations. 4 3 2 1
F10 10. I am satisfied with the relationship I have with my ward nursing 
colleagues.
4 3 2 1
F l l 11. Considering the pay of other public service employees, I feel nurses 
are fairly paid.
4 3 2 1
F12 12. Knowing what I do now, I would apply for this job again. 4 3 2 1
F13 13. I often feel like resigning. 4 3 2 1
Beating in mind all of the above factors:
Very
Satisfied
Satisfied Dissatisfied Very
Dissatisfied
F14 14. How satisfied are you with your job? 4 3 2 1
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SECTION G
It would be helpful for us to have some personal information about you. We would be very
grateful if you answered the following questions. I II (Hospital ID l_l__I
All information is held in the strictest confidence. [” 1Ward ID I I
(Please tick the appropriate boxes.) Nurse ID || f  |~HI
PERSONAL INFORMATION
G1
G2
G3
G4
1. What is your present grade?
C
D
E
F
G
H
I
2. What hours do you work?
Full-time
Part-time
3. Which shifts do you work?
Days only 
Nights only
Mixture of days and nights
Q
Q
Q
n
L l
Q
Q
□ i
Lj2
□ l
Q
a
Divorced/separated
Widowed
Q
Q
4. How long liave you worked on this ward?
Number of years I 1.1
Number of months n
G9A
G9B
G9C
G9D
G9E
G9F
G9G
G9H
G9I
G9J
G9K
G9L
GOTHER
Which of the following qualifications do you 
possess?
SRN/RGN 
SEN/EN
Registered Midwife
Registered Mental/Mental 
Handicap Nurse
ENB Course Certificate 
where the course was less 
than 6 months duration
ENB Course Certificate 
where the course was 
6 months duration or longer
ENB Course 998
City & Guild Course 730
Project 2000 Diploma
Other Diploma
First degree
Other
(please specify)
No
Q
i b
Q  
Q
Q
Q
Q  
Q  
I I 
I I? 
Q  
Q  Q
Yes
□ l
□ l
□ l
□ l
□ l
□ l
Q
L l i
I d i
□ .
GS
G6
5. In which year did you First qualify as a 
nurse?
m
6. What is your date of birth?
I I I I I
G7 7. Are you..?
Male d ll
Female Q
G8 8. What is your marital status?
Married/living with partner dl 274
Single Q
cAPPENDIX C 
WARD PROFILE
T h e  O rgan isa tion  o f N ursing  P ro jec t
Deal* Sister/Charge Nurse
You and your qualified day nursing staff will already have received a questionnaire 
from us asking about nursing in your ward. That information will tell us about 
aspects of nursing like control over work, values, relationships and the like. We 
would like to relate that information to other data about the ward - its resources, size, 
staffing and other aspects of organisation. We feel that it is important to consider 
nursing developments in this wider context. Both sets of information together will 
provide a detailed description of nursing at ward level.
Enclosed here therefore is a second questionnaire the Ward Profile which asks for 
this factual information. Because it is factual it need only be collected once rather 
than from all members of staff. We ask therefore that it is completed by you or your 
deputy, either alone or in consultation with other members of staff. As before we 
stress that this data is confidential to the study and individual wards will not be 
identified in information distributed about it findings.
To save your time in obtaining information about staffing and sickness/absence we 
have developed a separate questionnaire that your manager or personnel officer 
should complete. Different hospitals have asked us to deal with this in different 
ways. If there is no such questionnaire it will have been sent directly to your manager 
or personnel officer.
In anticipation, thank you for assisting us in this important study. We stress however 
that this participation is entirely voluntary and the return of your Ward Profile will 
indicate your consent. If you have any questions or would like more information 
about the project, please contact either myself or Dr Senga Bond in Newcastle. Our 
telephone numbers and addresses are on the cover of the Ward Profile.
Thank you for your time and interest.
Yours sincerely
Ann Adams
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cTo be completed by the Sister/Charge Nurse or deputy.
This first set o f questions is about the facilities on your ward.
1. How many in-patients beds are there on the ward?
2. How many in-patient beds are there currently in use on the ward?
3. How many day case beds do you have on the ward? (If none, please write 00 in the boxes.)
4. Do you close beds at weekends?
W A R D  P R O F IL E
H osp ita l ID
W a rd  ID
Q
Q
Yes
No
If Yes, how many do you usually close?
a
a  (If No. go to Q5)
Are any beds on the ward closed for other reasons?
Yes Q
No
a) If Yes, how many are closed
ILL  (If No. go lo Q6)
m
□
b) For what reason are they closed? (Please write in your answer.)
6. Are additional beds ever added to the ward?
Yes
No
Q
(If No. go to Q7)
If Yes, up to how many can be added? n
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cHow many of the following sized areas do you have on your ward?
(Please give an answer for each item. If the answer is none, write 0 in the box.)
Single rooms 
2-3 bed rooms/bays 
4-5 bed rooms/bays 
6-7 bed rooms/bays
□
□
□
□
8-9 bed rooms/bays 
10-11 bed rooms./bays 
12 or more bed rooms/bays
8. Which of the following facilities does your ward have? (Please give an answer for each facility.)
Yes, for this 
ward alone
Patients' day room 
Nurses' rest room 
Relatives' rest room 
Office for nurses' use only 
Separate teaching area for nurses
The next few  questions ask about ward staffing.
9. How is your ward staffed at night? (Tick one box only.)
Permanent night staff 
Internal rotation 
Mixture of the above 
Other (please specify)
Yes shared with 
(an)other ward(s)
Q a
j ! Q
□ l a
□ l a
□ j a
□ l
Q
Q
a
10. Do you get help from any support staff on your ward? (Please give an answer for each grade of staff,
Yes, for this Yes, shared with
ward alone (an)other ward(s)
Ward clerk 
Ward housekeeper 
Other (please specify)
m il a
a a
a a
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P
P
P
 
? 
° 
P
P
P
P
P
 
? 
□
□
□
11. How many of the permanent ward staff are undertaking the following study courses, which involve days or periods of 
absence from the ward?
Degree/higher degree level courses 
Diploma level courses
ENB course (of less than 6 months' duration) 
ENB course (6 months or longer duration) 
EN/RN conversion course 
Other (please specify)
□
□
□
113
□
12. How many nursing students do you currently have allocated to your ward?
Traditional RN students
Project 2000 students
ENB course students
EN/RN conversion course students
Pre-registration degree course students
RMN/RN conversion students
Other (please specify)
□
□
□
□
□
□
□
13. Over the past 12 complete weeks (prior to this week), how often have you used bank or agency nurses? 
(Please tick one box for days and one for nights.)
Never
Rarely
Once a month 
Once a fortnight 
Once a week 
2-3 times a week 
More than 3 times a week
Day shifts Night shifts
□ i Q
Q  Q
Q  Q
d k  Q
Q  Q
Q  Q
a  a
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cThe next few  questions relate to ward m anagem ent.
14. Is your ward officially open 7 days a week?
Yes CHl QfYes, go to Q15)
No Q
If No. how many days is it officially open? □
15. How many days have you been unofficially open in the past 12 complete weeks (prior 
to this week)? (If none, please write 00)
16. Do you encourage patients to have visitors at the following times?
(Please give an answer for each period of time.)
Yes No
□
Before midday 
During doctors' rounds 
During mealtimes 
Between 8 pm and 10 pm 
After 10 pm
1  q
Q  Q
□ i  Q
d i  Q
a  q
17. Is it usual practice to alter nurses' shift hours to give better cover on your ward at busy times of the week?
(eg: Asking a nurse to work 9.30 am - 5.30 pm instead of a usual 7.30 am - 3.30 pm shift)
Yes Q
Q
18. Over the past twelve complete weeks (prior to this week), how often have your own ward staff worked extra hours? 
(ie: Working extra hours before or after a shift or working extra shifts.) (Please tick one box only.)
Never
Rarely
Once a month 
Once a fortnight 
Once a week 
2-3 times a week 
More than 3 times a week
Q
Q
a
U k
Q
a
Q
2 7 9
c19. Do you have regular formal ward nursing meetings for day staff (apart from handovers)?
Yes
No Q  (If No. go to Q20)
a) If Yes, how often do you have them? (Tick one box only)
Once a year Q
Once every 6 months Q
Once every 3 months Q
Once every 2 months a
Once a month Q
Once a fortnight Q
Once a week Qi— i
Other (please specify) d k
b) Do members of staff listed below attend these meetings? (Please give an answer for each grade of staff.)
Permanent day staff of grades A and B
Permanent night staff of grades C and above
Permanent night staff of grades A and B
Ward clerk
Ward housekeeper
Ward domestic
Other (please specify)
Yes No Not applicable
□ , 1 1? Q
a i~~l? Q
in Q Q
□ j Q Q
□ l a a
□ l Q Q
□ l a a
2 8 0
c20. Do you have regular formal ward nursing meetings for night staff?
Yes Q
No Q  (If No. go to Q21)
a) If Yes, how often do you have them? (Tick one box only)
Once a year 
Once every 6 months 
Once every 3 months 
Once every 2 months 
Once a month 
Once a fortnight 
Once a week 
Other (please specify)
Q
Q
L J3
n
Q
Q
Q
Q
b) Do any permanent day staff attend?
Yes
No Q
21. Do the nursing staff on your ward use a computer?
Yes I Ii
No Q  (If No. go to Q22)
a) If Yes, for which of the following do they use it? (Please tick all that apply)
Information about ward stock levels 
Information about ward equipment' 
Information about bed occupancy 
Planning nursing care 
Recording nursing notes 
Communicating with other departments
Calculating ward workload/staffing 
requirements
Ward financial information 
Planning the off-duty
Q
Q
Q
a
a
a
□ i
□ i
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cb) Which members of the ward nursing team use it? (Please tick all that apply)
Auxiliaries and HCAs 
Student nurses 
All RNs
Other (please specify)
□ l
□ l
□ l
□ l
22. Is any workload/patient dependency data collected on your ward?
Yes □ i
No a  (If No. go to Q23)
a) If Yes, what do you collect?
b) Do you receive a copy of this information once it has been collated?
Yes
No
Q
Q
c) Do you or your ward nurses use the information?
Yes I Ii
No (If No. go to Q23)
d) For what purpose do you use it?
23. Does your ward participate in a hospital-wide quality assurance/audit programme for nursing?
Yes
No
a) If Yes, what does this comprise?
Q
Q
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c24. Do you have any quality assurance/audit taking place that is specific for nursing on your ward?
Yes n
No Q  (If No. go to Q25)
a) If Yes, can you give us a brief description of what this involves?
b) By whom were these developments in your ward initiated? (Tick one box only)
Sister/charge nurse 
Ward staff 
Senior management 
Other (please specify)
Q
Q
Q
a
25. For which of the following groups do you have formal hospital/unit level teaching programmes? 
(Please give an answer for each grade of staff.)
New staff I ll
Permanent ward nurses □ a
Nursing students □ i
Auxiliaries Q
Health care assistants
Other (please specify) □ i
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c26. For which of the following groups do you have formal ward level teaching programmes? 
(Please give an answer for each grade of staff.)
New staff LJl
Permanent ward nurses Q
Nursing students
Auxiliaries Q
Health care assistants □ »
Other (please specify) Q
27. Which members of ward nursing staff take part in teaching on these programmes? 
(Please give an answer for each grade of staff.)
Yes
Sister/charge nurse 
Senior staff nurse 
Team leaders or primary nurses 
All RNs
Other (please specify)
No Not applicable
d ll n Q
□ l Q Q
Q Q Q
a . a a
a Q 1 n
28. Which of the following teaching resources do yo have on the ward? (Tick all that apply)
Teaching packs — ll
Textbooks and reference books
Collection of journals Q
nCollection of relevant research articles — II
Videos j—jl
Computer software
nOther (please specify) l—Jl
2 8 4
c29.
30.
Are you a ward budget holder?
Yes
No
□ j
a  (If Nq, go to Q30)
a) If Yes, can you tell us about how you hold the budget in each of the following areas? 
(Please give an answer for each budget item.)
Yes we hold Yes we hold 
the budget, but the budget and 
do not control it control it
Ward staffing
Continuing education for ward staff 
Ward supplies 
Ward equipment 
Ward furnishings and fabrics
Which members of staff have a responsibility for ordering regular ward supplies? 
(Please give an answer for each grade of staff.)
Yes No
Sister/charge nurse
Senior staff nurse
Team leaders or primary nurses
All RNs
Student nurses
Health care assistants
Auxiliaries
Ward clerk
Other (please specify)
No we do 
not hold 
budget
□ l a Q
Q n a
Q n > a
a a a
Q Q
Not applicable
[H i ia a
a a Q
[0 i n\_e Q
i□ 2 a
a i \z Q
[0 i i[02 a
a i 17 a
a i1 U a
q i□ 2 Q
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c31. Please read through the following list and tick which ONE most accurately describes the way you organise staff on 
your ward. (Please tick one box only.)
a) The ward staff are organised as one group and are allocated singly, in pairs or in threes to patients or ward areas for 
part of their shift and work across the whole ward for the remainder.
□ i
b) The ward staff are organised as one group and are allocated singly, in pairs or threes to patients or ward areas for 
their entire shift.
Q
c) The ward staff are divided into teams with a designated leader and allocated to a group of patients for not longer 
than one shift.
Q
d) The ward staff are divided into teams with a designated leader and allocated to a group of patients for periods 
longer than one shift but less than the total duration of the patients' stay in the ward.
a
e) The ward staff are divided into teams with a designated leader and patients are allocated to that team leader for 
the whole of their stay in the ward.
Q
i) Individual, qualified nurses are given responsibility for individual patients for the duration of a shift or part of a 
shift.____________________________________________________________________ __
m
g) Individual, qualified nurses are given responsibility for individual patients for periods longer than one shift, but less 
than the total duration of the patient's stay in the ward. _
Q
h) Individual, qualified nurses are given responsibility for individual patients for the duration of the patient’s stay in 
the ward.
i) None of the above
(Please describe your method of organising care)
Q
Q
2 8 6
cWard manager I— ll
□ 1
32. Which of the following titles are in use 011 this ward? (Tick all that apply.)
Ward sister/charge nurse 
Nurse in charge 
Ward co-ordinator 
Team leader 
Deputy team leader 
Key nurse 
Primary nurse
nNamed nurse 1—11
Associate nurse □ 1
□ 1
□ 1
Q
□ l
□ l
□ l
a) Are there any other titles commonly used on your ward which do not appear in the list above?
Yes □ 1
No Q  (If No. go to Q33)
b) If Yes, what other titles are commonly used?
33. What name(s) best describe the way you organise nursing on this ward during the day? (Tick all that apply)
Patient allocation I 11
Task allocation
Bay allocation □ 1
Team nursing □ 1
Primary nursing □ 1
Functional nursing □ 1
Other (please specify) □ 1
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ca) What name(s) best describes the way nursing is organised on your ward at night? (Tick all that apply)
Patient allocation — ll
Task allocation
Bay allocation Q
Team nursing Q
Primary nursing i ll
Functional nursing
Other (please specify) □ l
34. How is the day staff duty roster organised on your ward? (Tick all that apply)
One roster for the ward as a whole
Each group or team has its own separate roster
The roster is designed to enable individual nurses 
to be responsible for individual patients
None of these apply (please describe how your I__ll
organise your roster)
Q
a
a
35. Which members of ward staff are responsible for producing the day duty roster(s)? 
(Please give an answer for each grade of staff.)
Yes No Not applicable
Sister/charge nurse Q a
Senior staff nurse □ i d k a
Team leaders or primary nurses □ l Q a
All RNs take a turn f |t d k Q
Ward clerk d ll d k n ,
Other (please specify) d ll a a
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c36. Does the nurse in overall charge of the ward have allocated patients to care for as well as running the ward:
a) On an early shift?
No
37. Is the nurse in overall charge expected to give 'hands on' care to patients while running the ward:
a) On an early shift?
No
The next few  questions are about multi-disciplinary working?
38. How many consultants officially have beds on your ward?
(If less than 10, please write the number in the right hand box and 0 in the left hand box.)
m
39, How often do you have patients admitted to your ward under the care of consultants who do not officially have beds 
on your ward? (Tick one box only)
Rarely
Once a month 
Once a week
2-3 times a week 
More than 3 times a week
v 40, Do you have regular multi-disciplinary meetings to discuss specific patients?
No
Yes
b) On a late shift?
Yes
No
Yes
b) On a late shift?
Yes
Never
No
Yes
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ca) If Yes, approximately how often do you have them? (Tick one box only)
Once a year 
Once every 6 months 
Once every 3 months 
Once a month 
Once a fortnight 
Once a week 
Other (please specify)
□ i
Q
Q
a
a
Q
a
b) Do senior medical staff participate in these meetings?
Yes
No r i?
41. Do you ever have multi-disciplinary meetings to discuss general issues of ward policy/practice?
Yes a
No OfNo, go to Q42)
a) If Yes, approximately how often do you have them? (Tick one box only)
Once a year 
Once every 6 months 
Once every 3 months 
Once a month 
Once a fortnight 
Once a week 
Other (please specify)
□ i
Q
1 It
a
Q
Q
a
b) Do senior medical staff participate in these meetings?
Yes Q
No Q
2 9 0
42. Which of the following distinct sets of notes do patients on your ward have? (Please give an answer for each set of 
notes)
Yes No
Medical notes
Nursing notes/Kardex/care plans
Integrated multi-disciplinary patient notes, in 
which all the relevant disciplines write
43. Do you have any formal written practice guidelines/standards of care agreed by all members of the multi-disciplinary 
team?
Q E H
Q E H
Q EH
Yes Q
No Q  (If No. go to Q44)
a) If Yes, at what level were these developed? (Tick all that apply)
□ iInternational level 
National level Q
Hospital/unit level 
Clinical directorate level 
Ward level Q
Q
Q
Finally we would like to ask you some questions about how you organise differing aspects 
of nursing care.
44. Do you have a written philosophy of care on your ward?
Yes Q  (If Yes, go to 045)
No EH
a) If No. do you have a written philosophy of care for your unit/clinical directorate?
Yes
No
□ i
Q
45. Do the nurses on your ward work in teams or groups?
Yes I— Ii (If Yes, please answer 045a and 045b)
No Q  (If No. please go to Q45e)
a) If Yes, how are new patients usually allocated to groups of nurses?
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cb) Are patients allocated to individual nurses within the groups?
I ll (If Yes, please answer Q45c and Q45d) 
I - k (If No. go to Q45e)
Yes
No
c) If Yes, how are new patients usually allocated to individual nurses within the groups?
d) How are existing patients usually allocated to individual nurses within the groups? (Go to Q46)
e) If No. how are patients usually allocated to individual nurses on the ward?
46. Who usually updates care plans on your ward? (Please give an answer for each grade of staff.)
Any auxiliary or HCA involved in caring for a 
patient
Any student nurse involved in caring for a patient
Any RN involved in caring for a patient
Team leaders or primary nurses
Nurse with overall responsibility for the shift
Sister/charge nurse
Other (please specify)
Yes No Not applicable
a Q  !a
L li r k  iL_k
a L k □ j
a r k  ia
□ . r k  ia
a rk . a
Q a
47. Who has actual responsibility for updating care plans on your ward? (Please give an answer for each grade of staff.)
Any auxiliary or HCA involved in caring for a 
patient
Yes
m il
Any student nurse involved in caring for a patient 
Any RN involved in caring for a patient 
Team leaders or primary nurses 
Nurse with overall responsibility for the shift 
Sister/charge nurse 
Other (please specify)
48. Which members of ward staff accompany consultants on their ward rounds?
□ i
Q
d
□ l
□ l
No
Q
Q  
I k 
Q
Q
Q
Not applicable
a
I k
a
a
Q
Q
a
2 9 2
c49. Do you normally have a formal ward report on the progress of all patients at least once during the course of each day, 
(other than with night staff)?
Yes I  il (If Yes, please answer Q49a and Q49b)
No Q  (If No. please answer Q49c)
a) If Yes, who takes part in giving the verbal report? (Please give an answer for each grade of staff.)
Yes
Any auxiliary or HCA can report on her/his 
allocated patients
Any student nurse can report on her/his allocated 
patients
Any RN can report on her/his allocated patients 
Team leaders or primary nurses 
Nurse in overall charge of the last shift 
Other (please specify)
No Not applicable
n L b Q
n Q n
Q Q Q
a Q Q
Q n CH3
1 li Q Q -
b) Who receives this report? (Please give an answer for each grade of staff.)
Yes, both am 
and pm staff
Auxiliaries and HCAs 
Student nurses 
All RNs
Team leaders and primary nurses 
Nurse in charge of the shift 
Other (please specify)
Q
Q
□ i
a
a
a
Yes, pm 
staff only
No Not applicable
n . Q a
n a a
Q Q 1 ii
Q Q a
n a H i  1__14
n Q Q
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cc) If No. please describe how verbal reports about patient progress are both given and received at the changeover 
between morning and afternoon staff.
50. How are oral medications administered on your ward? (Tick all that apply)
One drug round for the whole ward
Each group or team of nurses does a separate 
drug round for their allocated patients
Individual nurses are responsible for administering 
drugs to her/his allocated patients
Patients self-administer their own drugs as far as 
possible
Other (please specify)
Q
Q
□ l
51. Who normally contacts other professional staff (eg: physiotherapist, social worker, etc) on a patient's behalf? (Please 
give an answer for each grade of staff.)
Any auxiliary or HCA involved in caring for a 
patient
Any student nurse involved in caring for a patient
Any RN involved in caring for a patient
Team leaders or primary nurses
Nurse with overall responsibility for the shift
Sister/charge nurse
Other (please specify)
Yes No Not applicable
a  q  a
□ i EH  EH
a  Q  EH
1H EH  1~H
□ i EH  EH
a  q  a
a  a  a
2 9 4
52. Who normally contacts patients’ relatives? (Please give an answer for each grade of staff.)
Any auxiliary or HCA involved in caring for a 
patient
Any student nurse involved in caring for a patient
Any RN involved in caring for a patient
Team leaders or primary nurses
Nurse with overall responsibility for the shift
Sister/charge nurse
Other (please specify)
Yes No Not applicable
L li L L Q
Q  L L Q
Q  1 L a
Q  Q L L
Q  Q a
Q  Q a
Q  L L 1 k
53. Have there been any important changes in the way you provide care or organise staff on your ward in the last six 
months?
Yes □ l
No I__12 (If No. go to Q54)
a) If Yes, please tell us about the changes.
54. Are you planning any important initiatives in the way you provide care or organise your staff in the next six months?
Yes Q
No Q
a) If Yes, please tell us about the initiatives.
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cWe would welcome your comments on any aspect of your work and ward life. This 
questionnaire will be related to the other information provided to portray nursing on 
your ward. If there are issues you feel strongly about, or if you feel that there are 
important areas we have not dealt with, please use the space below to tell us about them.
T h a n k  you fo r y o u r co -opera tion .
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APPENDIX D 
MANAGER'S QUESTIONNAIRE
HOSPITAL ID 1 I 1
W A R D  ID □
D
Please indicate how many staff of each of the following grades are currently in post on the ward. Please include 
those on long term sick, maternity leave and long term study. (If none, please write 0 in the box.)
I grade day staff/internal rotation 
I grade permanent night staff 
H grade day staff/internal rotation 
H grade permanent night staff 
G grade day staff/internal rotation 
G grade permanent night staff 
F grade day staff/internal rotation 
F grade permanent night staff 
E grade day staff/internal rotation 
E grade permanent night staff 
D grade day staff/internal rotation 
D grade permanent night staff 
C grade day staff/internal rotation 
C grade permanent night staff 
B grade day staff/intemal rotation 
B grade permanent night staff 
A grade day staff/internal rotation 
A grade permanent night staff
How many nurses currently have long-term leave of absence from the ward for the following reasons? (If none, 
please write 0 in the box.)
Maternity leave
Long-term sick leave □
Study leave □
Full­
time
Part-
tim e
□ □
□ □
□ □
□ □
□ □
□ □
□ □
□ □
□ □
□ □
□ □
[0
□ □
□ □
□ □
□ □
□ □
□ □
2 9 7
3. How many staff 'off sick' days have there been on the ward in the last 12 complete weeks prior to this week? 
(Excluding long-term sickness and maternity leave.)
D
O
Day Staff Night
Q Q
Q Q
Q Q
Q a
4. How many members of permanent qualified ward nursing staff have left in the past year? 
(ie: grades C and above)
None 
1-2 
3-5
More than 5
5. How many members of permanent unqualified ward nur sing staff have left in the past year?
(ie: grades A and B)
Day Staff Night Staff
None 
1-2
3-5
More than 5
6. How many members of permanent qualified ward nursing staff have been appointed in the past year? 
(ie: grades C and above)
Q
n . Q
Q a
a a
None
1-2
3-5
More than 5
Day Staff Night Staff
□ i  C l i
Q  Q
Q  Q
d  Q
7. How many members of permanent unqualified ward nursing staff have been appointed in the past year? 
(ie: grades A and B)
Day Staff Night Staff
None Q a
1-2 a Q
3-5 Q Q
More than 5 1_k a
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8. How many vacancies currently exist for the following grades of permanent ward staff? (If none, please write 0 
in the box.)
D
F/T P/T
I grade j□ 1 □
H grade i□ i □
G grade i□ I □
F grade 1□ 1 □
E grade 1□ 1 1 1
D grade 1 1 □
C grade !□ 1 □
B grade 1□ 1 □
A grade □ I □
Over the past 12 complete weeks (prior to this week), how often has the ward used bank or agency nurses? 
(Please tick one box for days and one for nights.)
Day
shifts
Night
shifts
Never
Rarely
Once a month 
Once a fortnight 
Once a week 
2-3 times a week 
More than 3 times a week
□ l a
a Q
Q 1 L
Q a
Q Q
Q Q
a Q
10. What type of ward is this? (Please include details of all specialities.)
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DThank you for completing this questionnaire.
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EA PPEN D IX  E
RESPONSE RATES FOR THE MAIN STUDY AT INDIVIDUAL HOSPITAL
SITES
Hospital No of 
Questionnaires 
Sent Out
No of Replies 
Received 
(Usable)
Response
Rate
No of 
Replies 
Received 
(Unusable)
Overall
Response
Rate
01 77 61 79% 0 79%
02 107 79 74% 0 74%
03 78 44 56% 2 59%
04 80 44 55% 0 55%
05 57 39 68% 0 68%
06 71 56 79% 0 79%
07 62 45 73% 1 74%
08 63 43 68% 0 68%
09 85 36 42% 5 48%
13 78 33 42% 1 44%
14 59 30 51% 0 51%
15 108 39 36% 1 37%
16 99 52 53% 7 60%
17 157 65 41% 3 43%
18 97 47 48% 5 54%
19 136 84 62% 0 62%
20(1) 41 19 46% 0 46%
20 (2) 44 18 41% 1 43%
TOTAL 1499 834 56% 111 26 57% I f
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FA PPEN D IX  F
F A C T O R  L O A D IN G S O F  IT E M S R E L A T E D  T O  N U R SE S ' IN F L U E N C E
Item Description Factor 1 Factor 2 Factor 3 Factor 4
WM7 Convening m eetings with your ward nursing 
colleagues .64 .14 .40 .21
NP1 Making changes in ward clinical nursing practice .64 .13 .27 .28
W M 4 M aking  changes in ward m anagem ent and 
administrative procedures .63 .16 .44 .13
NP2 Changing the design of nursing documentation .58 .16 .22 .18
WC1 Changing routine shift times (e.g.: to suit ward 
workload/nurses' personal commitments) .56 .15 .30 .11
WC2 Getting time in lieu for extra hours worked .54 .12 .18 .16
WM3 Deciding who is 'in charge' of  the ward .53 .16 .29 .24
E8 Meetings with ward nursing colleagues (apart 
from ward reports and handovers) .52 .29 .28 .22
WM5 Controlling the amount o f  paperwork nurses on 
the ward have to complete .52 .19 .33 .14
R9 Ward visiting times .49 .19 .36 .17
WM6 Controlling the quality of ward support services 
(e.g.: domestics, portering, catering) .48 .27 .24 .07
R4 Getting additional temporary nurses for the ward 
on a daily basis (i.e.: bank, agency or borrowed) .48 .14 .42 .25
WC4 The number of unpaid extra hours you work .46 .10 .05 .08
WC5 The days of the week you work .46 .06 .12 .05
RIO How you use your time .42 .16 .02 .29
R8 M aintaining the physical environm ent o f  the 
ward (e.g.: decorations, furnishings, carpets, .41 .17 .35 .08
WC7
curtains)
Y our own professional developm ent in work 
time .40 .15 .08 .16
E2 Formal meetings with other disciplines .40 .39 .17 .18
WM2 The time of  day at which planned admissions 
arrive on your ward .40 .23 .14 .12
WM1 Which patients are admitted to your ward .40 .23 .16 .16
E9 Your consultations with relatives .39 .30 .13 .33
R3 Requisitioning equipment for the ward .37 .20 .32 .14
WC3 The number of  paid extra hours you work .35 .10 .04 -.03
W C6 When you take your holidays .32 -.02 .02 .18
E12 Deliveries of sterile equipment to the ward -.00 ,79 .15 .00
E13 Linen deliveries .01 .78 .15 -.07
E l l Porters' arrival on the ward .04 .63 .02 .06
E10 Ward cleaning by domestic staff .25 .61 .17 .15
E7 Other procedures carried out on your ward (e.g.: 
taking x-rays, lumbar punctures etc.) .30 .54 .09 .11
E6 Ward maintenance (e.g.: plumbing and electrical 
repairs) .18 .53 .07 .08
E4 Other health care professionals' visits to your 
ward .29 .51 .04 .17
E3 P a t ie n t  in v e s t ig a t io n s  in o th e r  hosp ita l  
departments .14 .46 .02 .15
E5 Other types o f  therapy that are carried out on 
your ward .28 .45 .01 .17
E l Ward rounds .15 • .41 ft .19 .16
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F
F A C T O R  L O A D IN G S O F  IT E M S  R E L A T E D  T O  N U R SE S' IN F L U E N C E  (C O N T 'D )
Item Description Factor 1 Factor 2 Factor 3 Factor 4
R5 Recruiting nursing auxiliaries and health care 
assistants for the ward .14 .03 .90 .09
R6 Recruiting permanent nurses for the ward .29 -.01 .82 .09
R7 Deciding the skill mix for the ward 
establishment .38 .16 .51 .02
Rl Setting the ward budget .14 .16 .41 -.01
R2 Identifying priorities for spending the ward 
budget .33 .18 tl34& .02
NP5 Discharge planning with community services .23 .20 .08 .85
NP4 Arranging discharge dates .24 .27 .09 .78
NP3 Discharge planning with relatives .32 .13 .10 m 177 '
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A PPEN D IX  G
G
WARD ORGANISATIONAL FEATURES SCALES (WOFS), AND 
SUGGESTED FINAL VERSION OF INFLUENCE AND AUTONOMY 
SCALES
(NB Unless otherwise stated, items are rated on a four point Likert scale ranging 
from 'strongly agree' to 'strongly disagree'.)
Physical Environment of the Ward (NOQ Section A) 
(a) Ward Facilities
Please indicate whether the following features on vour ward have a good or bad 
influence on nursing. (Rated on a five point scale: 'very good influence' to 
'very bad influence'.)
Facilities for relatives
Facilities for patients
Facilities for staff
Availability of equipment
Quality of ward maintenance services
(b) Staff Organisation
Our nurse/patient allocation system works well for the nursing skill mix we currently 
have on the ward
Our nurse/patient allocation system works well for the type of patients we have on 
this ward
The skill mix on this ward is about right
There are enough permanent nurses on this ward to give a good standard of care to all 
our patients 
The ward off duty roster works well
(c) Ward Layout
Please indicate how easy it is to achieve each of the following, given the physical 
layout of vour ward. (Rated on a five point scale: 'very easy' to 'very difficult'.)
Patients being able to attract the nurses' attention
Patient safety
Good usage of nurses' time
Observation of all patients
Good communication between nurses working on the ward
The ward's chosen way of organising nursing care delivery (i.e.: functional, team or 
primary nursing)
(d) Quality of Ward Services
Please indicate whether the following features on your ward have a good or bad 
influence on nursing. (Rated on a five point scale: 'very good influence' to 'very bad 
influence'.)
Availability of portering services 
Quality of portering services 
Quality of Pharmacy Services 
Quality of sterile supply services
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GHow often does each of the following happen on vour ward? (Rated on a four point 
scale: 'almost always' to 'never'.)
(a) Professional Practice
Nurses actively support one another when trying out new ideas
Nurses are encouraged to build up the ward's teaching resources
Nurses try out new approaches to care
Decisions are made democratically by nurses on this ward
Nurses are encouraged to reach their full potential
Nurses actively seek out learning opportunities
Nurses give one another feedback on their practice
All individual patient needs are met
Nurses keep up to date by reading professional journals
Nurses set time aside to reflect on their practice
Relatives participate in making decisions about care
Nurses base their practice on research
Patients participate in making decisions about their care
(b) Hierarchical Practice
Nurses allow themselves to be at the beck and call of doctors
Nurses live in fear of making mistakes
Nurses stick to a strict ward routine
Nurse managers get VIP treatment on this ward
Nurses get thrown in at the deep end
Auxiliaries and Health Care Assistants give most of the 'hands on’ patient care
Professiona l N ursing  P rac tice  (NOQ Section B)
Ward leadership (NQQ Section Q  
Team Building Skills of Ward Leader
Creates a good atmosphere on the ward 
Is always fair in dealings with staff 
Always gives praise when it is due 
Deals sensitively with inter-personal frictions 
Inspires commitment from staff 
Does not inspire confidence (neg)
Is good at nipping problems in the bud 
Likes to see staff doing well in their careers 
Knows the strengths and weaknesses of ward staff
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G(a) Collaboration With Medical Staff
We have a good understanding with the doctors about our respective responsibilities 
Doctors are usually willing to take into account the convenience of the nursing staff 
when planning their work 
I feel that patient treatment and care are not adequately discussed (neg)
Nurses and medical staff share similar ideas about how to treat patients
Doctors are willing to discuss nursing issues
Medical staff usually provide us with adequate written instructions
Medical staff co-operate with the way we organise nursing
Medical staff would be willing to co-operate with new nursing practices
The medical staff on this ward do not usually ask for nurses' opinions (neg)
Medical staff anticipate when we will need their help
(b) Collaboration With Other Health Care Professionals
Other health care professionals do not co-operate with the way we organise nursing 
(neg)
Disagreements with other health care professionals often remain unresolved (neg) 
Other health care professionals would not be willing to discuss their new practices 
with nurses (neg)
We have a good understanding with the other health care professionals about our 
respective responsibilities 
Other health care professionals ignore the convenience of the nursing staff when 
planning there work (neg)
Treatment carried out by other health care professionals often gives me cause for 
concern (neg)
The other health care professionals on this ward think they are a cut above the nurses 
(neg)
(c) Cohesion Amongst Nurses
Nurses on this ward show a lot of respect for each other 
Staff can be really bitchy towards each other (neg)
Nurses are always willing to help each other get through their work on this ward 
There is a lot of unrest simmering under the surface (neg)
Nursing staff on this ward work well together 
All the nurses on this ward pull their weight
I feel nurses do not communicate with each other as well as they should (neg)
Nurses here are cliquey (neg)
Important information is always passed on 
We share similar ideas about priorities on this ward
Professional R ela tionsh ips (N O Q  Section D)
Job Satisfaction (NOQ Section F)
Job Satisfaction
This job does not live up to my expectations (neg)
Knowing what I do now, I would apply for this job again 
I often feel like resigning (neg)
I know that I am doing a really worthwhile job
I am satisfied with the relationship I have with my ward nursing colleagues 
I worry that this job is undermining my health (neg)
On the whole, I am satisfied with my working relationships with doctors
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GPlease indicate the amount of influence you have over decisions made about the 
following aspects of life on vour ward. (Rated on a four point scale: 'a great deal of 
influence' to 'no influence’. An 'it never happens' option was also available, which 
was assigned the same score as 'no influence'.)
(a) Ward Management
Convening meetings with your ward nursing colleagues
Making changes in ward management and administrative procedures
Making changes in ward clinical nursing practice
Changing routine shift times (e.g.: to suit ward workload/nurses' personal 
commitments)
Changing the design of nursing documentation
Controlling the amount of paperwork nurses on the ward have to complete 
Controlling the quality of ward support services (e.g.: domestics, portering, catering) 
Deciding who is 'in charge' of the ward
Getting additional temporary nurses for the ward on a daily basis (i.e.: bank, agency 
or borrowed!)
Ward visiting times
(b) Timing of Ward and Patient Events
Other health care professionals' visits to your ward
Other types of therapy that are carried out on your ward (e.g.: physiotherapy)
Other procedures earned out on your ward (e.g.: taking x-rays, lumbar* punctures etc.) 
Ward maintenance (e.g.: plumbing, and electrical repairs)
Deliveries of sterile equipment to the ward 
War*d cleaning by domestic staff 
Porters' arrival on the ward 
Patient investigations in other hospital departments 
War'd rounds
(c) Human and Financial Resources
Recruiting permanent staff for the war'd.
Deciding the skill mix for the wad establishment 
Setting the ward budget
Identifying priorities for spending the war'd budget
N u rses ' In fluence(N O O  Section E)
Nurses' Autonomy
B6 Nurses try out new approaches to care
B7 Decisions are made democratically by nurses on this war'd
B11 Responsibility for care decisions is delegated to the patient’s allocated
nurse
D5 We feel able to air our views in disagreements with doctors
D ll  Medical staff would understand if I refused to carry out treatment of
which I do not approve 
D18 We have a good understanding with the doctors about our respective
responsibilities
N18 Nurses on this ward show a lot of respect for each other
NP1 I have influence over making changes in ward clinical nursing practice
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